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THE MANAGEMENT OF THE CHRONIC ASTHMATIC PATIENT 


Noe. V. Storr, M.R.C.P. (EpIn.), 


Few conditions tax the busy practitioner’s patience, under- 
standing, and skill more than chronic asthma, and no other 
disease demonstrates more clearly the importance of the 
aphorism that the whole patient demands consideration 
together with his special symptoms of respiratory distress. 

The cause of asthma remains unknown but in the manage- 
ment of the condition it is perhaps worth-while considering 
the two broad streams whose mingling seems to determine the 
course which chronic asthma may take. The first, and most 
constant, is hereditary. Exactly what is inherited is difficult 
to determine. Probably the most important components are 
an over-sensitive respiratory tract, including the nasal mucous 
membrane, an over-active vasomotor system, together with 
an unstable type of psyche which is often labelled ‘neuro- 
pathic’. The other stream comprises triggering factors, 
which may range from a seemingly clear-cut allergy (for 
instance a sensitivity to dogs or cats) or a change in weather 
conditions to a specific worry. It is the constant interplay of 
these two streams which makes the management of the 
chronic asthmatic so difficult of control. But the problem 
may be clarified by considering the management of any case 
from certain specific angles. 


PSYCHOLOGICAL 


1am in full agreement with those authorities who stress the 
overriding importance of psychological factors in the aetiology 
of asthma. Possibly few chronic asthmatics would benefit 
greatly from formal psychotherapy and in any case such 
treatment is not at present easily available in South Africa. 
The development of group psychotherapy, however, may 
play an important role in the management of certain cases 
of chronic asthma, and every asthmatic patient stands a far 
better chance or remaining in his best state of health if his 
practitioner will keep his ‘psychological’ eye open. 

It is easy to generalize—to point out that the asthmatic is 
inconstant, for ever trying out new remedies, often without 
consulting his doctor; that he is a demanding patient, 
especiaily in exacerbations of his condition when he needs 
immediate attention at awkward hours; that he is ever look- 
ing for the magic pill which will cure him without requiring 
any special effort on his part. He is often resentful of his 
state. The diabetic who is condemned to have his daily 
injections or other medication and to live on a resiricted 
diet does not as a rule bewail his lot. He is thankful for the 
mercy of insulin although it does no more than control his 
disease. Not so the asthmatic; and surely one of the reasons 
is that his wheezings and dyspnoea are always calling atten- 
tion to his condition. He comes to dread the daily inquiries 
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for his health. He can seldom bring himself to use his in- 
haler in public. Uncertainty how he may be tomorrow 
or in two weeks’ time interferes with the planning of a 
normal life and creates anxiety. Equally difficult is the 
reverse of this picture, where symptoms appear in order to 
attract attention or create sympathy or to avoid unpleasant 
realities which cannot be faced. 

What definite therapeutic suggestions can be offered to deal 
with these common psychological problems? First, the 
patient must feel sure that he has his doctor’s real sympathy 
and understanding. I do not think that anybody who has 
not been acutely dyspnoeic himself can have the faintest idea 
of the anguish it causes, both mental and physical, or what 
fear it engenders. Even moderate dyspnoea is frustrating in a 
way few other symptoms are. Nobody, whatever the apparent 
reason, wants to have asthma. Therefore, while using all his 
detective skill to unravel the psychological factors, present or 
past, in a particular case, the practitioner must accept the 
asthmatic as he finds him: a person who is hampered from 
living a full life. Asthmatics are not resistant to psychotherapy. 
The fact that their intelligence is commonly above the average 
often makes them very cooperative. Let us take a very simple 
example. The doctor may be convinced that the most import- 
ant factor in preserving his patient’s asthma is the close 
proximity of a hostile mother-in-law. The patient may agree 
with him. Circumstances may make her removal from the 
patient or the patient’s removal from her impossible, but the 
realization that his doctor knows and appreciates the position 
may make all the difference to the patient and may enable 
him to develop a more positive attitude to the problem. The 
problem is difficult or insoluble, but it may be used to make 
the patient learn to live with his asthma and not against it. 

Secondly, the asthmatic needs encouragement and hope. 
He is quick to sense the atmosphere of hopelessness which is 
so easily engendered by a doctor who can only spare the 
time to hand out the latest sample. Although it would seem 
to be unlikely that there will ever be the kind of magic pill 
we have already mentioned, the prospects for the chronic 
asthmatic are infinitely brighter today than they were 10 
years ago. It is surprising, in view of popular belief, what a 
big percentage of chronic asthmatics can be kept at work and 
leading reasonably active lives. Often patients do not realize 
this. Because they come to suspect that there is no cure for 
their condition they may easily fall into a permanent ‘slough 
of despond’. This tendency may be prevented by in- 
sisting on a regular ‘check-up’, when proper time is allowed 
to assess the patient’s condition and to compare it with 
that on previous occasions, stressing the good points, even 





890 


if this can amount to no more than a mention of the com- 
plications which have not occurred. Time should also be 
allowed to review the whole resime which is being followed 
and to review critically the drugs or other therapy which 
are being used. It is essential to preserve and foster the 
patient’s confidence in his doctor’s continued interest in 
his condition. Chronic asthmatics are apt to be well in- 
formed about all the latest drugs on the market, and it is 
essential to be able to give advice on this score while remaining 
tolerant of the patient's foibles. 


DRUG THERAPY 


The Irishman who said that the cure for asthma was not to 
have it, perpetrated an aphorism which applies to the drug 
therapy of all chronic asthma. The emphasis must be on 
prevention, not only of acute exacerbations but also of as 
much as possible of the chronic wheezing and coughing which 
probably do more harm than acute asthmatic attacks in the 
ultimate production of emphysema. Nearly all chronic 
asthmatics have a cupboard full of remedies which have 
helped them at various times; but the basic requirements 
are best met by a tablet containing aminophylline, ephedrine 
and phenobarbitone. Often such a tablet must be used, 
either at night or more frequently, for many months at a 
time. There are many brands on the market, and often a 
patient who has become ‘used’ to one brand will respond to 
another of very similar composition. Some patients prefer 
plain aminophylline or, if this causes gastric irritation, may be 
helped by choledyl. Aminophylline suppositories are often 
very useful in tiding a patient over an exacerbation of his 
asthma. They are well tolerated even by children. Their 
effect seems to be quicker than oral preparations; and it is 
certainly longer lasting, which makes them an excellent 
remedy for covering the night. 

Where a quick action is needed, sublingual isoprenaline 
tablets are useful. A disadvantage is their tendency to pro- 
duce uncomfortable palpitation. 

Many chronic asthmatics should be taught to give them- 
selves subcutaneous adrenaline injections. Often quite small 
doses (0-25 - 0-5 c.c.) given early will check an acute exacer- 
bation and will give time for the more slowly acting remedies. 
Obviously, not every asthmatic has a suitable personality or 
intelligence for this form of self-medication; but the con- 
fidence given by having such a remedy at hand (and it is quite 
useless to prescribe a syringe and ampoules for a patient 
unless they are going to be kept in a place of safety where 
they are always easy to come by) has an anormously good 
psychological effect in a cooperative patient. 


Sprays and Inhalers 


These are very widely used and have tended to replace the 
old-fashioned asthma powders and cigarettes, whose main 
disadvantage is that they cause coughing and thereby often 
increase bronchial spasm. The spray itseif must deliver a 
really fine mist of the consistency of exhaled tobacco smoke; 
otherwise it does not penetrate far enough down the bronchial 
tree. The composition of spray mixtures varies, but the 
active ingredients are usually methyl atropine, isoprenaline 
or a 1:100 solution of adrenaline hydrochloride. The 


more recently introduced pressurized sprays seem to me to 
be advantageous; they are more portable, cleaner and less 
wasteful than the hand type, and in most of them an attempt 
is made to regulate the dose delivered at each application. 
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The great benefit of the spray is in the prevention of 
attacks and if it is to be effective it must be applied early. 
Once an outpouring of mucus into the bronchial tubes has 
occurred a mechanical barrier has been set up and the 
spray mixture is poorly and slowly absorbed. Bronchial! 
constriction and spasm also add to this absorption problem. 

Long-continued use of sprays seems to do little harm and. 
curiously enough, isoprenaline when given by this method 
does not as a rule produce much palpitation. Of course. 
many chronic asthmatics become real spray addicts and use 
their apparatus far more often than is strictly necessary: but 
there seems to be little proof that much harm accrues. 
Patients often voice their fears about the effect of anti- 
asthmatic drugs—sprays included—on their hearts: I know 
of no convincing evidence that these fears are well founded. 
A spray in the pocket or handbag is the asthmatic’s talisman. 
The fact that it is missing from its accustomed place is often 
objective evidence of a patient’s improvement. 


Expectorants and Linctuses 


One of the basic pathological concepts of asthma is the 
outpouring of a very sticky mucus into the bronchial tree 
and this, together with the associated circulatory congestion, 
is probably of far more significance than actual spasm of the 
bronchial musculature. Bronchial obstruction may be far 
commoner than is suspected, and small areas of pulmonary 
collapse must follow. This sequence, together with cough— 
cough which in the face of the sticky exudate is usually inef- 
fective—is one of the greatest factors leading to the develop- 
ment of emphysema. 

How then should the cough of asthma be treated? In the 
acute attack it is often wise to suppress the constant irritating 
desire to cough by means of a linctus. There are really only 
two drugs which need be considered, viz. codeine and metha- 
done. One or two teaspoonfuls of syrup codeine phosphate 
and a like amount of linctus methadone (Physeptone) may be 
given. Obviously judgment is necessary, especially with 
methadone, and the linctus should be stopped as soon as it is 
judged that the mucus is ‘loosening’. Often patients are 
aware of this moment themseives. 

It is doubtful whether the so-called expectorants, unless 
used in heroic emetic doses really have much effect in removing 
secretion from the bronchial tree. But tradition will probably 
hallow their use for some years to come. Their place could 
probably well be taken by hot drinks, and most chronic 
asthmatics have found that the sipping of such a drink, 
flavoured to their own liking, does help them to expectorate 
more easily. lodine, because it is excreted to some extent 
via the bronchial tree, has, for many years, been regarded as 
an expectorant. This reasoning is probably unsound but, 
nevertheless iodine, often taken for weeks on end, seems to 
help a great many asthmatics. The form in which it is given 
probably does not matter. My own preference is for a mixture 
containing 15 gr. of potassium iodide and 20 mm. of spirit. 
ammon. aromat. with water to the half ounce; one dose 
to be taken well diluted once a day. 

Before leaving the subject of cough there is one other 
important point to be made. Asthmatic patients often cough 
on going to bed. This may be due to change of posture or 
change of temperature. A dose of linctus methadone on 
retiring may make all the difference to the night’s sleep. 
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Steroids 

With the assessment of steroid therapy at present very 
much in the melting pot, it is impossible to be dogmatic 
about its use and abuse. On the whole, steroids are best 
reserved for acute episodes and should only be given for 
short periods. The difficulty which faces the doctor is that 
many patients who have experienced the benefit of steroid 
therapy, wish to continue its use far beyond what is really 
necessary Or wise, and are loathe to accept their slightly lesser 
state of well-being when they revert to more conventional 
therapy. Perhaps it is fortunate, therefore, that the price of 
steroids remains high. Tact and firmness of purpose together 
with a frank explanation of the dangers, both known and 
unknown, involved in the continued use of steroids will help 
to overcome this difficulty in most cases. But there remains a 
proportion of asthmatics whose condition does justify main- 
tenance dosage on these drugs. It is impossible to give precise 
indications, but I would offer the following suggestions : 

The simple examination of sputum from a case of chronic 
asthma complicated by bronchitis and emphysema may help 
to decide whether steroids are likely to help. If eosinophils 
are found in the sputum, steroids will usually help. 

Many chronic cases of asthma can be maintained on far 
smaller doses of steroid than is generally realized. The attain- 
ment of this minimal dose should be undertaken as early as 
possible. It can always be increased to meet any special need. 

Antispasmodic therapy should not be discontinued when a 
patient is on steroids. 

It is wise to see patients who are taking steroids at least 
once a fortnight, and it is probably also wise to give them an 
injection of 40 units of one of the long-acting preparations of 
ACTH once a month. 

A regular X-ray check of the chest should be made at 
least once in 6 months to ensure that the flaring up of some 
quiescent focus of tuberculosis has not taken place. 

Some responsible person, a relation or friend or even the 
patient himself, should be made aware of the very real dangers 
of continued steroid therapy. Often patients will prefer to 
accept the fact that there have been disturbing reports about 
rising mortality rates in asthmatics on steroids rather than 
continue with the disability suffered in pre-steroid times. As 
doctors we must face the fact that we do not know what the 
long-term effect of steroid therapy on many diseases is, and 
without alarming our patients I think we are justified in 
making them share with us the uncertainty which this lack of 
knowledge imposes. 

It is impossible to suggest which steroid preparation should 
be used; new preparations are being produced with such 
rapidity. My own preference is for methylprednisolone the 
steroid with which I have had the most experience in asth- 
matics. In the type of case I am envisaging I have seldom 
had to use more than 16 mg. a day at the outset of treatment, 
and many of these cases can quite rapidly be reduced to a 
maintenance dose of 4 mg. a day. 

Special care is needed where steroids are being used in 
cases prone to bronchial infections, for the treatment may 
mask these infections. Prompt and vigorous antibacterial 
treatment is necessary if a bronchial infection does develop. 


OTHER FACTORS 
Upper Respiratory Infections 


The great majority of chronic asthmatics will suffer exacer- 
bation of their condition if they contract an upper respiratory 
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infection. It is almost impossible to avoid catching the com- 
mon cold but it is easy for the asthmatic to become morbidly 
afraid of doing so, and it seems likely that this fear may in 
some way lower his resistance to this type of infection. The 
patient sometimes adopts absurd habits; one of the common- 
est is the wearing of far too heavy clothes, especially in winter, 
which interferes with the normal functioning of the skin. 
The choice of clothing must depend on the patient’s occupa- 
tion, and it is well worth-while taking particular trouble to 
keep the feet warm and dry even if this involves keeping a 
change of shoes and socks at the place of work. Changing 
from heavy outdoor or working clothes into light woollies 
on coming home in the evening is also a habit worth culti- 
vating. Changes of temperature in the house often lead to 
bouts of coughing and so set off asthmatic attacks; this change 
most often occurs between sitting room and bedroom. The 
old-fashioned warning about the dangers inherent in the 
‘night air’ do sometimes apply with considerable force to 
asthmatics living along our coastal belt, and shut bedroom 
windows and an open bedroom door may be the best type of 
ventilation for them at night. 

Whatever the reason—faith or something more specifically 
scientific—a proportion of chronic asthmatics get fewer 
colds if they are given a course of anticoryzal vaccine in the 
early autumn, In many cases an oral vaccine is the treatment 
of choice. 

If an asthmatic develops a cold, a day or two spent in bed, 
or at least in one atmosphere, is a really worth-while invest- 
ment. If bronchitis develops and sputum becomes purulent 
antibiotics should be used without delay. This is especially 
important if steroid therapy is being used or has been used 
in the near past. Ideally, the sputum should be cultured and 
the organism tested for antibiotic sensitivity. This is not 
always possible and, in any case, while such an investigation 
is being made, treatment should be started. A broad-spectrum 
antibiotic should be used and one of the tetracycline pre- 
parations is probably as useful and safe as any. 

Unfortunately there is a group of patients who, for reasons 
which are not fully understood, tend to run a more rapid 
course towards chronic bronchitis and emphysema, and in 
them antibiotic therapy, even when controlled by sensitivity 
tests, often loses its effect. The picture of true asthma fades 
into the more constant cough, dyspnoea and distress of lung 
failure and its attendant cor pulmonale. In spite of our lack 
of aetiological knowledge, every effort should be made to 
minimize this downhill path. This brings me to two other 
therapeutic measures. 


Climate 


It is not every asthmatic who loses his symptoms on being 
sent to a high and dry climate, quite apart from the fact that 
in practice this prescription is only possible for a very limited 
number of patients. We are still extremely ignorant of the 
effect of climate on disease. Much interesting work is being 
undertaken in order to determine what are the exact climatic 
components which adversely affect asthmatics. All that 
can be said is that a particular type of asthma is very common 
along the coastal belt in the eastern half of southern Africa, 
and that cases of this type are especially susceptible to 
weather changes as a trigger factor in provoking their symp- 
toms. They often show great improvement on going inland. 
The chronic asthmatic may also greatly benefit from a winter 
visit to an inland centre, which may help to tide him over a 
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tiresome time of year and so halt the progress of his disease. 
For adults permanent residence inland does not always hold 
out the prospect of cure it is popularly supposed to. 
Physiotherapy 

One of the most striking physical signs in asthma is the 
type of breathing employed by the patient. The reasons for 
this are not fully understood, but there is no doubt that the 
asthmatic can be helped, both in the prevention and control- 
ling of attacks, by being taught proper breathing exercises. 
I would underline the word ‘taught’, because although there 
are admirable directions given in several publications (notably 
a booklet issued by the Asthma Research Council) actual 
instruction at the hands of a physiotherapist experienced and 
interested in this type of work is worth far more than reading 
and re-reading printed instructions. The performance of 
any set of exercises, not only breathing exercises, is dull work, 
and most patients need all the help and encouragement they 
can be given. But the results do justify the trouble that needs 
to be taken. Vital capacity can be increased; postural drain- 
age will help to keep the chest free of the accumulation of 
secretions; emphysema can to some extent be kept at bay; 
and the cooperative and determined patient can often acquire 
a real measure of control over his attacks. Breathing exercises 
give him another resource which builds up his confidence to 
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deal with his disease and may significantly lower his intake 
of anti-asthmatic drugs. 
Allergy 

I have purposely left a consideration of the allergic factor 
until the end. The investigation and handling of frank 
allergic factors in the production of asthma have little place 
in the management of the chronic asthmatic. These measures 
belong to the early phase of diagnosis and treatment. Never- 
theless if, as I believe, every chronic asthmatic patient should 
be subjected to a periodic ‘check-up’, possible allergic factors 
should be considered, especially where there has been some 
change in the timing, type or onset of the attacks, or the 
patient has changed his occupation or moved to a new district 
or house. 

SUMMARY 


The management of the chronic asthmatic patient is a com- 
plex and time-consuming problem. The prognosis as measured 
in terms of keeping the patient active and at work is not as 
discouraging as many people think. 

Probably the patient’s greatest asset is the possession of a 
sympathetic practitioner with psychiatric insight. 

Although by the very nature of the condition it seems un- 
likely that there will ever be the magic pill so ardently sought 
by the asthmatic, modern therapy intelligently used does offer 
striking relief to the majority of chronic asthmatics. 


RECENT ADVANCES IN DIURETIC THERAPY* 


R. E. BERNSTEIN, South 


A diuretic which will remove generalized oedema effectively 
must produce enhanced renal excretion of the predominant 
extracellular electrolytes (sodium and chloride) with a secondary 
increase in urine volume. The past few years have seen the de- 
velopment of several groups of very potent oral diuretics. The 
advantages of a potent oral diuretic are apparent to all oedematous 
patients. 

Carbonic anhydrase inhibitors, e.g. acetazoleamide, by de- 
creasing the exchange of cellular hydrogen ions for tubular fluid 
sodium, produce a bicarbonate diuresis with a high K : Na ratio. 
Such action is limited by the lesser availability of body bicarb- 
onate compared with chloride, so that acetazoleamide has a 
self-limiting diuretic effect and is of little value in moderate to 
severe oedema. Other disadvantages in the use of carbonic anhy- 
drase inhibitors are a tendency to hypokalaemia and the possi- 
bility of renal calcinosis, and hepatic coma in cirrhotics—on 
prolonged administration. 

However, the experience with carbonic anhydrase inhibitors 
has pioneered the development of associated substituted sul- 
phonamides, the chlorothiazide group. In oral dosage of 1-2 g. 
daily, chlorothiazide is equal or superior in potency to the intra- 
muscular mercurials. The drug is continuously effective and 
produces a considerable sodium chloride diuresis, with only slight 
carbonic anhydrase activity, which may lead to hypokalaemia 
on prolonged administration. Oral potassium supplements are 
recommended in the periods between chlorothiazide courses. 

While chlorothiazide may reduce high blood pressure, per se, 
its action is definite in potentiating the effect of ganglion blocking 
agents in essential hypertension. This necessitates reduction in 
the dose of antihypertensives during any prolonged treatment 
with chlorothiazide. 

Attempts to modify the potassium-losing action of the parent 
compound led to the introduction of hydrochlorothiazide and 
hydroflumethiazide compounds; these drugs are very potent, 
but otherwise differ little in their effects. 

The chlorothiazides appear to be ideal oral diuretics (potent, 
rapid acting, continuously effective, and of low toxicity). Patients 

*Summary of paper presented at a Staff Scientiffic Meeting of the S.A.I.M.R. 
on 24 August 1959. 
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are rarely unresponsive to chlorothiazide and no electrolyte 
imbalance occurs with intermittent potassium supplements. 

The most effective oral mercurial, while twice as active as 
acetazoleamide, has only half the potency of parenteral mercury 
and is somewhat prone to cause gastro-intestinal irritation. 

Chlorothiazide and mercurials are additive in their action, 
since by different action on the same mechanism they block 
tubular sodium reabsorption. Thus patients, temporarily resistant 
to mercury, may respond to chlorothiazide and vice versa, and 
when either alone is ineffective, their use in combination may 
produce an adequate diuresis. 

A feature of generalized oedema is the increased production 
of aldosterone. This adds further te sodium retention and aggrava- 
tion of the oedema until the cycle is broken by diuresis or aldos- 
terone antagonism. Amphenone (by inhibiting adrenal secretion), 
or prednisone (by hypothalmic inhibition or renal tubular com- 
petition) decrease the effects of aldosterone. However, the develop- 
ment of synthetic steroid lactones, antagonistic to the action of 
aldosterone and DOCA on renal tubular cells, offers more pro- 
mise. The blocking action appears to depend on the amount 
of mineralocorticoid present, since blockage occurs with greater 
efficiency in the presence of large doses of DOCA. The steroid 
lactones are unique diuretics since they cause natri-uresis without 
kali-uresis, i.e. they block all the renal actions of aldosterone. 
Spirolactones have had only limited trials in man. The original 
lactone was active only in large oral doses; however, the recently 
developed delta-1 and acetylthio derivatives have 10 - 50 times 
the activity of the parent steroid. 

Current therapy with several potent and relatively non-toxic 
oral diuretics, is a significent advance since Vogl noted 40 years 
ago that in cases of congestive heart failure, antisyphilitic mer- 
curial treatment produced a diuresis. Since the different types 
of diuretics act on different mechanisms of ion reabsorption by 
renal tubules, lack of response to one diuretic now offers the 
possibility of obtaining a diuresis with other drugs. While several 
groups of diuretics (carbonic anhydrase inhibitors, amino-uracils, 
triazines, chlormerodrin) are effective in maintenance therapy 
and treatment of mild cases of cardiac, renal, and hepatic oedema, 
only chlorothiazide and mercurials are of value in the initial 
treatment of moderate to severe oedema 
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“CANDIDA ALBICANS” INFECTIONS 


Candida albicans (formerly known as Monilia albicans) 
occurs quite commonly as a non-pathogenic skin saprophyte 
and is one of the commoner causes of fungus infections 
of the skin and nails. Infection is most likely to occur in 
the large skin folds, in the intergluteal and anogenital areas, 
and at the angles of the mouth; and is likely to occur in 
obese persons and in diabetic patients. Irritation of the 
vagina and infection of the mouth may be caused by this 
organism. 

Overgrowth of candida and resultant candidiasis (moni- 
liasis) is today not infrequently the consequence of de- 
struction of other competitive micro-organisms by anti- 
biotic drugs. When the tetracyclines, chloramphenicol, 
and certain other antibiotics are administered orally over 
prolonged periods, they produce a profound change in the 
normal bacterial flora of the mouth, vagina, and intestine. 
An overgrowth of yeast-like organisms, of which the one 
most frequently identified is Candida albicans, may result. 
This proliferation may account for symptoms of gastro- 
intestinal distress associated with broad-spectrum anti- 
biotic therapy, although superinfection by other organisms, 
for example staphylococci, and chemical irritation may 
also be responsible for gastro-intestinal disturbances. In 
this antibiotic era, according to Caruso,' leucorrhoea with 
pruritus is more likely to be caused by candida vaginitis 
than by trichomonas vaginitis. The presence of Candida 
albicans in the stools, vagina, or mouth of a patient with 
diarrhoea, pruritus ani or pruritus vulvae, or stomatitis, 
regardless of the severity of these conditions, does not 
justify the diagnosis of moniliasis; some clinical evidence 
of the disease entity must be present. 

On the basis of his investigations, Robertson? pointed out 
that in many cases in which infection was attributed to 
candidiasis, this organism was present coincidentally and 
not aS a causative factor. Lowered resistance to invasion, 
or suppression of organisms that normally utilize the nutri- 
tive substances usually lead to overgrowth by Candida 
albicans. Devi alized epithelium favours colonization and 
spread of pathogenic forms of candida. More information 
is required on the mechanism whereby the organism develops 


virulence and invasiveness. Infections due to this organism 
have increased since the advent of antibiotics, but fortun- 
ately serious illness and death have been rare. It has been 
demonstrated experimentally that cortisone, administered 
shortly. before and after infection with C. albicans, pro- 
duces a disseminated fatal infection.* 

Nystatin (mycostatin) is an antifungal antibiotic pro- 
duced by Streptomyces noursei. It inhibits cell division and 
mycelial growth in C. albicans, and has been used orally 
in intestinal infections due to this organism and also in 
genito-urinary infections;* it has been administered locally 
in vaginal candidiasis (moniliasis),' clinical and mycological 
cure in this series being obtained in 92 per cent of the patients; 
and it has been used in an ointment for cutaneous and 
mucocutaneous infections. 


In view of the danger of post-antibiotic mycotic infection, 
certain workers have studied the effects of combinations 
of tetracycline and nystatin, °:* but there is still disagreement 
about the ability of nystatin to modify the incidence of 
gastro-intestinal and other side-effects produced by tetra- 
cycline. The routine use of nystatin-tetracycline combina- 
tions is questioned by certain authorities because in sup- 
pressing candida other organisms may become predominant; 
also, by producing nystatin-resistar~ strains of candida, 
nystatin may be ineffective when reaiiy needed. It should 
be noted, however, that Candida albicans does not develop 
resistance to mycostatin, although certain other species of 
candida do develop resistance quite rapidly. 

More potent and more specific antimycotic chemothera- 
peutic agents need to be discovered. Amphotericin B (fungi- 
zone), like nystatin, is poorly absorbed from the gastro- 
intestinal tract, but may be effective orally in intestinal 
candidiasis; for deep-seated infections it is given carefully 
by slow intravenous infusion, but it is liable to produce 
toxic effects, and is not the final answer to this problem. 
Caruso, L. J. (1958): N.Y. J. Med., 58, 1688. 

Robinson, H. M. (1954): Arch. Derm. Syph. (Chicago), 70, 640. 
Seligmann, E. (1953): Proc. Soc. Exp. Biol. (N.Y.), 83, 778. 
Sarewitz, A. B. (1955): Ann. Intern. Med., 42, 1187. 


. Campbell, E. A. et al. (1957): Antibiot. Med., Brit. Ed., 4, 817. 
. Larkin, R. (1959): Lancet, 1, 1228. 
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,BUITELANDSE SAKE’ 


Op bladsy 901 van hierdie uitgawe van die Tydskrif publi- 
seer ons die verslag wat dr. R. Schaffer, die pasafgetrede 
President van die Mediese Vereniging, voor die Federale 
Raad gelewer het oor sy bywoning van die Mediese Kon- 
ferensie van die Britse Gemenebes, wat in Julie 1959 in 
Londen gehou is. Dr. Schaffer het hierdie Konferensie as 
verteenwoordiger van die Mediese Vereniging van Suid- 
Afrika bygewoon aangesien hy toevallig gedurende daardie 
tyd in Londen was, en aangesien die Vereniging om verskeie 
tedes nie sy Sekretaris kon afvaardig nie. Hierdie verslag 
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moet vir ons baie stof tot nadenke gee, en ons wil dan 
ook nou die geleentheid gebruik om sommige van die oor- 
wegings wat by ons opkom, te noem. 

In die eerste plaas moet ons meld dat die besoek van 
dr. Schaffer aan hierdie Konferensie weer ons aandag ge- 
vestig het op die groot belang van volledige deelname deur 
die Mediese Vereniging van Suid-Afrika aan mediese sake 
van die breére wéreld. Dit is belangrik dat ons altyd ons 
plek moet volstaan by besprekinge en onderhandelinge van 
hierdie aard, en dat ons altyd ‘n verteenwoordiger moet 
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hé wat omstandighede in Suid-Afrika kan verduidelik en 
vrae kan beantwoord. Die ideale toedrag van sake sou 
wees om die Mediese Vereniging altyd te laat verteenwoordig 
deur iemand soos sy permanente Sekretaris, sowel as deur 
*n vooraanstaande leier van die Vereniging. 

Een van die sake wat bespreek is, is die kwessie van mediese 
aanstellings en moontlike uitruiling in die Gemenebes. As 
*n reéling getref kan word waardeur dit moontlik gemaak 
kan word vir geneeshere, veral vir jongere persone wat 
nog nie gevestig is nie, om kortere of langere tydperke van 
diens elders in die Gemenebes te onderneem, kan dit baie 
daartoe bydra om die ,broederskap van die geneeskunde’ 
te bevestig en te bestendig. Hierdie reéling sou dan natuurlik 
nie net geld vir Suid-Afrikaanse dokters wat oorsee wil 
gaan nie, maar ook vir dokters wat van elders af wil kom 
om hier ’n tydlank te kom werk. Sulke besoekende dokters 
sou dan ’n insae kon kry in die heel spesiale mediese pro- 
bleme waarvoor ons hier te staan kom. Ook sal hulle van 
naderby kan sien hoe ons leef en werk en watter pogings 
ons aanwend om die geneeskunde wat in Suid-Afrika bedryf 
en onderrig word, op die hoogste moontlike vlak te hou. 

Onder die ander belangrike sake wat bespreek is en waar- 
toe dr. Schaffer ’n positiewe bydrae kon lewer, moet ook 
gemeld word die kwessie van die verhouding van die mediese 
professie en die publiek, die verhouding van die mediese 
professie en die Staat, ens. In Engeland het die nuwe ver- 
houding tussen die Staat en die mediese professie, wat ge- 
durende die laaste aantal jare ontstaan het, spesiale probleme 
geskep en spesiale lesse geleer wat vir ons ten opsigte an 
ons toekomstige beplanning van veel nut behoort te wees. 

Dr. Schaffer sé in sy verslag dat hy baie betuiginge van 
belangstelling in, en goeie gesindheid ten opsigte van Suid- 
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Afrika teengekom het. Hy was ook in staat om in private 
gesprekke sowel as by openbare geleenthede sommige van 
die probleme wat spruit uit ons veelrassige samestelling 
te verduidelik; om byvoorbeeld aan te toon dat die Unie 
beter hospitaaldienste, beter mediese dienste en beter maat- 
skaplike dienste aan sy nie-Blanke burgers lewer as wat 
in enige ander deel van Afrika gedoen word, en dat ons 
standaarde van opleiding en praktyk goed vergelyk met 
die standaarde wat elders in die Gemenebes geld. 

Ons sluit af deur die laaste twee paragrawe van dr. Schaffer 
se verslag volledig aan te haal en daarmee ons instemming 
en goedkeuring te betuig: ,Die Gemenebes-konferensie het 
*n baie goeie doel gedien wat nie net in terme van die same- 
sprekinge wat gehou is en die besluite wat geneem is, bepaal 
kan word nie. Dit is reg en nodig dat ons Vereniging die 
vriendskapsbande en verstandhouding wat ons aan die 
ander mediese verenigings in die Gemenebes bind, hand- 
haaf, en dat ons ook aktiewe lidmaatskap van die Wéreld 
Mediese Vereniging behou. 

,Ons moet ook aktiewe leierskap op mediese gebied in 
Afrika onderneem. Dit mag wel nie ons finansiéle posisie 
of ons begroting verbeter nie, maar dit moet gedoen word. 
Ons sou miskien kon begin deur ’*n gesamentlike byeen- 
koms met ons kollegas van die Sentrale Afrikaanse Federasie 
te organiseer. Ons was goed verteenwoordig op die vorige 
Konferensies van die Gemenebes en ons moet in die toe- 
koms daar ook goed verteenwoordig wees, sowel as op 
samekomste van die Wéreld Mediese Vereniging. Ons 
lede moet op die hoogte van sake gehou word oor ont- 
wikkelinge in ander dele van die wéreld, en die Federale 
Raad moet ook tyd vind om ,,buitelandse sake” te bespreek.’ 


STEROID ANAESTHESIA: A CLINICAL TRIAL WITH ‘PRESUREN’ BRAND 
HYDROXY DIONE 


ANDREW COHEN, M.B., Cu.B. (CAPE Town), D.A. (R.C.P. & S.), Department of Anaesthesia, Addington Hospital, Durban 


In 1941, while investigating many different steroid hormones, 
Selye' noticed that some of them had a sedative action on the 
central nervous system and produced anaesthesia in the 
laboratory animals on which he tested them. On further 
investigation of these steroids he found that those with the 
most powerful anaesthetic action were desoxycorticosterone, 
progesterone and pregnandione. The latter, however, was 
the only one that had no hormonal activity.*: * 

Laubach,’ in 1955, systematically investigated a large 
number of steroids derived from these hormones for their 
anaesthetic or hypnotic action in animals. As a result, he 
suggested that a derivative of pregnandione, i.e. the sodium 
hemisuccinate of 21-hydroxypregnane-3,20-dione (known 
as hydroxydione) would be suitable for human anaesthesia 
He based his suggestion on a number of factors, viz. that it 
had a higher therapeutic index than thiopentone, was soluble 
in water, was non-carcinogenic, had no hormonal activity, 
and did not cause salt or water retention. 

In 1955, Gordan er al.,°»* and also Murphy,’ first used 
hydroxydione, ‘Viadral’ brand, clinically in the USA. They 
reported favourably on its action. Since then it has been 
reported on by many others in Britain* and on the Con- 
tinent,® and in South Africa by Kok and Knipe.'® Initially 


used in solutions of strengths varying from 0-1°% to 2-5°%, 


several drawbacks to its use became apparent: The technique 
was cumbersome, involving the setting up of intravenous 
transfusions; a large volume of fluid was required; it produced 
a high incidence of thrombophlebitis in the veins through 
which it was introduced. Stedtfeld® increased the strength 
of the hydroxydione solution to 5 or 10°. Using warm 
saline as the solvent, and injecting the solution as rapidly as 
possible, he claimed the virtual elimination of thrombo- 
phlebitis. 

The ‘Presuren’ brand hydroxydione used in this trial on 
100 cases is the sodium hemisuccinate of 21-hydroxypregnane- 
3,20-dione. It is produced as a white powder in 1-0 g. and 
0-5 g. rubber-stoppered bottles. It is soluble in water, 
saline and procaine, and can be administered as a 2-5, 5 or 
10°, solution. 

The advantages of using these higher concentrations are 
mainly in the ease of administration. It can be given as a 
single injection. The necessity of setting up an intravenous 
drip is avoided and the tachycardia produced by the relatively 
large volume of fluid is eliminated. Painful thrombophlebitis 
is absent and the onset of anaesthesia is rapid compared with 
the period of 10 minutes or more which is usually required 
when the weaker solutions are used. 

Presuren is miscible with thiopentone, gallamine, atropine, 
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neostigmine and methyl-amphetamine, but not with pethidine, 


d-tubocurarine or suxamethonium chloride. 


DOSAGE AND ADMINISTRATION 


Because of the previously described advantages of using a 
higher concentration of Presuren, 5°, or 10°, solutions were 
used as the anaesthetic in a series of 100 unselected patients 
ranging in age from 13 to 88 years. The 5°, solution was 
administered to 41 patients and the 10°, solution to 59. The 
10°{ concentration produces a quicker and more powerful 
onset of anaesthetic action. The types of operation and the 
age distribution of the patients are indicated in Tables | 
and II. 


TABLE I. TYPES OF OPERATIONS PERFORMED 
Gastrectomy 4 Laryngectomy and block 
Gastro-enterostomy 3 dissection of neck glands 3 
Biliary tract 7 Fenestration l 
Appendicectomy 9 Cranio-angiogram l 
Herniorrhaphy 6 Tonsillectomy l 
Hemi-colectomy ba 2 Caesarean section .. a» 
Abdomino-perineal _resec- Wertheim’s hysterectomy. . 3 

tionofrectum .. ae 1 Abdominal hysterectomy.. 7 
Repair of perforated duo- Vagina and perineum 17 
denal ulcer an ie Ovariantumours .. 3 
Laparotomy for intestinal Spinal fusion . 64 | 
obstruction .. 4  Smith-Petersen pin = and 
Mastectomy a a @ plate he i ie 2 
Lumbar sympathectomy .. 1 Compound fractures femur 
Trendelenburg and _strip- and tibia a ie 1 
ping of varicose veins .. 4 Total... ws .. 100 
TABLE II, AGE DISTRIBUTION 
10-20 years - .. 7 51-60 years ie a 
21-30 years net .. 19 61-70 years in < e 
31-40 years ie .. 14 71-80 years a oo 
41-50 years i .. 16 81-90 years a ee 2 
Total ia a .. 100 


Warm saline was the solvent used in all the cases. Recently 


Galley and Lerman! have published a report on the use of 


0-25°, procaine as the solvent, which, they state, prevents 
any pain on injection. 

The patients were all premedicated with 1/3 gr. of omnopon 
and 1/150 gr. of scopolamine, or 50 mg. of pethidine and 
1/100 gr. of atropine, depending on their age. Women 
undergoing Caesarean section were premedicated with 
atropine only. 

Ten or 20 c.c. of sterile normal saline, according as whether 
10°, or 5° solution was used, was injected into a 1-0 g. 
bottle of Presuren. The stoppered bottle was then placed in 
a bowl of hot water at a temperature of 50 - 60 C and left 
there for 2 - 3 minutes. The warm solution was then drawn 
up into a glass syringe and immediately injected into the vein. 
Large veins in the antecubital fossa were used in preference 
to the veins on the dorsum of the hand, and all the same 
precautions were used as in the administration of thiopentone. 
The effects of accidental paravenous or intra-arterial injections 
of Presuren have been reported to be the same as with 
thiopentone. '* 

From previous reports it has seemed that pain and thrombo- 
phlebitis have been due to prolonged contact of the Presuren 
solution with the intima of the vein.’ To counteract this, 
the dose of Presuren was injected as rapidly as possible, the 
time never exceeding 15 seconds. The needle was then 
withdrawn and the vein gently massaged in a proximal 
direction. The same vein was not used for subsequent 
injections of relaxants and adjuvant drugs. Care was taken 


to prevent over-abduction of the arm and over-extension of 
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the elbow, since these positions are believed to delay the 
emptying time of the veins of the arm.'* 

None of the patients developed any post-operative thrombo- 
phlebitis, which was frequently reported where very dilute 
solutions were used. Slight pain in the arm radiating some- 
times up to the shoulder was experienced in 18 cases. In no 
case was it severe and it always disappeared at the end of the 
injection. 

The dosage of Presuren used to produce an adequate level 
of basal narcosis without respiratory depression was that 
suggested by Landau,'*® viz. 6-8 mg./lb., or a reduced 
dosage of 5 mg./lb. in aged, cachectic and under-weight 
patients. In practice, the initial injection in an average 
healthy adult did not exceed 1-0 g. The total amount of 
Presuren administered varied from 0-5 g. to 2-0 g. (in 
divided doses) in the longer operations. Sleep was induced 
with doses as low as 0:5 g. 

The patients usually fell asleep within 2 or 3 minutes. 
An airway was then inserted, a mask placed on the face, 
and nitrous oxide and oxygen administered in the ratio of 
5:2. Nitrous oxide shows a marked degree of synergism 
with Presuren and most of the operations were performed 
with these two only as the analgesic agents. The patient 
was usually sufficiently anaesthetized for the operation to 
begin about 8 or 10 minutes after the initial injection. Lighten- 
ing of anaesthesia was indicated by slight movements, and 
supplementary injections of 0-2-0-3 g. of Presuren were 
then administered. In longer cases it was found that the 
initial injection lasted from 14 to 2} hours. 

Trilene, ether, and cyclopropane were used to augment 
anaesthesia in a number of cases without any untoward 
effects. 

Larynx. Presuren has a depressant effect on the pharyngeal 
and laryngeal reflexes as compared with thiopentone, which 
often stimulates them, causing laryngeal spasm. After the 
patient has been asleep for 3-4 minutes a laryngoscope 
could be gently introduced and an endotracheal tube could 
be passed through the open vocal cords. There was usually 
slight bucking as the tube was inserted, but this soon sub- 
sided. In cases where it was impossible to intubate in this 
manner 25 mg. of suxamethonium chloride was all that was 
needed to relax the cords. Because of its depressant effect 
on the laryngeal reflex it is unwise to use Presuren in opera- 
tions of short duration, for there is the danger of sending the 
patient back to the ward with wide open vocal cords and all 
the possible consequences of this condition. 

Respiration. With the dosage used, Presuren did not appear 
to have any noticeable effect on either rate or depth of 
respiration. This is a noticeable advantage over thiopentone 
with its ever-attendant dangers of possible respiratory 
depression. No bronchospasm was seen and it was well 
tolerated in patients with emphysema, chronic bronchitis and 
asthma. 

Pulse rate and blood pressure. No alteration in the pulse 
rate was noticed, except in the cases where gallamine was 
used as the relaxant. No arrhythmias were seen in any 
patient. The normal systolic blood pressure usually dropped 
by 10—20 mm.Hg in the first 15 minutes after injection, but 
almost invariably returned to its normal level by the end of 
the operation. In 6 cases the systolic blood pressure dropped 
below 90 mm.Hg, but all responded to the injection of 
methyl-amphetamine. These cases were all in patients over 
the age of 60. In hypertensive patients the drop was more 
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pronounced, often dropping from about 180/120 mm.Hg to 
about 120/90. The return to their normal high level was 
generally slower. 

Experimental work in cats suggests that hydroxydione 
causes hypotention by inhibition of the vasoconstrictor 
centre of the brain, with also a direct vasodilator action on 
the peripheral vessels.'* Inhibition of the vasoconstrictor 
centre seems to be confirmed in man by the onset of hypo- 
tension with loss of conciousness, and the peripheral vaso- 
dilatation by the response to methyl-amphetamine. 

Post-operative course. The time of waking after the end 
of the operation varies according to the dosage of Presuren 
administered. Where more than 1-0 g. was used, the return 
to consciousness often took up to an hour, although the 
cough reflex returned very soon after the end of the operation. 
The majority of the patients were awake within a few minutes 
after removal of the mask. 

Post-operative vomiting occurred in 10 cases and a marked 
feature of the immediate post-operative period was the 
feeling of well-being experienced by most of the patients. 


TYPES OF OPERATION 


.(a) Head and neck. Presuren appears to be an ideal anaes- 
thetic for long operations in this region, e.g. laryngectomy 
and block dissection of neck glands. The depression of the 
laryngeal reflex is a distinct advantage and obviates the need 
for relaxants to obtund this reflex. Supplementary injections 
of Presuren were usually only required after the operation 
had been in progress for 2 hours and the patients tolerated 
doses of up to 2 g. very well. 

(b) Abdominal operations. Varying degrees of relaxation 
of the muscles of the abdominal wall were produced by 
Presuren. For most lower abdominal operations, e.g. 
appendicectomy and ovarian cystectomy, no relaxant at all 
was required. In upper abdominal operations half the normal 
dose of relaxant was all that was needed to produce adequate 
relaxation. Controlled respiration could be initiated with 
relatively reduced amounts of relaxants. 

(c) Caesarean section. In the 14 Caesarean sections that 
were performed under Presuren, the hydroxydione did not 
appear to cross the placental barrier in appreciable amounts.'® 
After induction with 1-0 g. of Presuren, anaesthesia was 
maintained with nitrous oxide and oxygen only. Occasionally 
a small dose of suxamethonium chloride was needed when the 
peritoneum was closed. All the babies delivered, except 2, 
cried either immediately or within a minute or two. The 2 
exceptions weighed 5 Ib. and 4 lb. and were delivered from 
patients who were undergoing Caesarean section for pre- 
eclamptic toxaemia at 34 and 32 weeks respectively. Both 
these babies cried only an hour after delivery and died within 
48 hours. Because of their prematurity it was felt that 
Presuren was not a contributing factor. In none of the 14 
cases did any vomiting occur during anaesthesia. 

(d) Operations in the elderly. Presuren was used without 
mishap in the 32 patients whose age was over 60. Doses of 
up to 1-0 g. were well tolerated, but in patients in poor 
condition the dose was reduced to 0-5 g. Two octogenarians 
with fractured necks of femur were anaesthetized for the 
insertion of Smith-Petersen pins and plates. They showed no 
untoward effects whatever. 

(e) Operations in bad-risk patients. As Presuren has no 
effect on respiration and only slight effect on the blood 
pressure the risks of anoxia and severe hypotension are 
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reduced and for this reason Presuren is an ideal anaesthetic 
for bad-risk patients. It was used satisfactorily in 4 bad 
cases who were undergoing laparotomy for intestinal 
obstruction. Regurgitation of stomach contents during or 
after induction was not a feature in any of them. It was also 
used in a patient suffering from porphyria, and in this 
condition, in which barbiturates are contra-indicated, jt 
seems to be the anaesthetic of choice. 

(f) In the other operations (Table 1), e.g. mastectomy, 
Trendelenburg, etc., Presuren with nitrous oxide and oxygen 
was found to produce satisfactory, uneventful anaesthesia. 

In Table III the dose of Presuren and of supplementary 
drugs is shown for certain illustrative operations. The 
duration of the operations is also shown. 


TABLE Ill. TYPES OF OPERATIONS SHOWING DOSAGE OF PRESUREN AND 
OF SUPPLEMENTARY DRUGS 
Total Dose Dose of Dose of Operating 
Operation 4ge of Presuren Relaxant Analgesic time 
(me.) (meg.) (me.) (minutes) 
Partial gastrectomy “ 71 1,000 G.80 — 95 
$.25 
Laryngectomy and block 
dissection of —— of 
neck ‘ 62 2,000 _— P.SO 300 
Appendicectomy .. 5 17 L. 000 - 29 
Caesarean section .. 24 1,000 —- 50 
Laparotomy (freeing of ad- 
hesions causing volvulus) 68 500 G.60 —_ 23 
$.25 
Abdominal hysterectomy 37 1,000 G.40 — 90 
Cholecystectomy .. 76 1,000 G.80 -- $1 
Smith-Petersen pin and plate 88 500 — — 35 


G.=Gallamine triethiodide. S.=Suxamethonium chloride. P. = Pethidine. 
SUMMARY AND CONCLUSIONS 


A steroid, Presuren brand hydroxydione, was used as a basal 
anaesthetic in 100 patients. It was used as a 5% or 10% 
solution, with warm saline as the solvent. Induction is smooth 
and pleasant. Nitrous oxide has a synergistic action, and 
reducer doses of relaxants produce adequate relaxation. 

Provided care is taken with the injection, post-operative 
thrombophlebitis should not occur; no evidence of this was 
seen in any of the patients in this series. 

Respiration was unaffected and lowering of blood pressure 
slight. Where hypotension did occur it could be easily 
corrected with methyl-amphetamine. Presuren has a depres- 
sant effect on the laryngeal reflex. In Caesarean sections it 
does not appear to cross the placental barrier. 

Presuren has a wide safety margin. It can be used for most 
operations and can be given with confidence in elderly and 
poor-risk patients. 


I wish to thank Dr. J. Tanchel, Medical Superintendent, Adding- 
ton Hospital, for permission to publish this article. My thanks 
also to Dr. H. Grant-Whyte for helpful criticism and to Dr. H. 
Curwen, who administered some of the longer anaesthetics. I am 
grateful to Messrs. Schering A.G., Berlin, and Messrs. Alex. 
Lipworth Ltd., Durban, for their generous supplies of Presuren 
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THE RADIOLOGICAL DIAGNOSIS OF THE BLOCKED GALL-BLADDER 


Eric SAMUEL and A. BEREZOWSKI, Johannesburg 


A stone lodged in the cystic duct or in Hartmann’s pouch 
blocking the cystic duct is a serious hazard to the patient. 
In the more fortunate, the gall-bladder fibroses and atrophies 
but the liability of an obstructed viscus to infection makes 
the threat of an empyema of the gall-bladder a real one. 
A chronically obstructed gall-bladder may present with the 
symptoms of chronic cholecystitis but the acutely obstructed 
type may present in its more dramatic form as an acute 
abdomen. 

It is perhaps not sufficiently appreciated how valuable 
radiography can be in the diagnosis of obstructions of the 
cystic duct in both the acute and chronic phase. The purpose 
of this communication is to record its use in 9 such cases. 


METHOD 


Until the advent of intravenous cholangiographic media, 
the diagnosis of a ‘non-functioning gall-bladder’ featured 
commonly in radiological reports. Multiple-dose technique 
and other means of fortifying the radiographic shadow 
helped to lessen the frequency of this diagnosis to some 
extent but, even so, quite a considerable proportion of such 
cases were unsolved. 

Intravenous cholangiography with biligrafin or biligrafin 
forte has proved of inestimable value in demonstrating the 
biliary passages, and in many cases of obstructed cystic 
ducts the actual site of obstruction in the duct can be seen. 
It must not, however, be accepted that failure of the dye to 
enter the gall-bladder up to 2 hours after injection neces- 
sarily indicates obstruction of the cystic duct; in one of our 
cases a demonstrable gall-bladder only became visible 
6 hours after injection of the dye. After this lapse of time, 
if no dye has entered the gall-bladder it may be assumed 
that the cystic duct is obstructed; it is our practice to con- 
tinue filming the patient up to this time before accepting 
the diagnosis of an obstructed gall-bladder. Whilst this 
time-delay may be accepted in the chronic case, in the acute 
case all efforts must be made to obtain a diagnosis within 
2 hours. 


In the acutely obstructed gall-bladder the clinical differ- 
entiation from a leaking duodenal ulcer or other acute upper 
abdominal condition may be difficult. In such cases an 
injection of 20 c.c. of biligrafin forte may enable an ob- 
structed cystic duct to be demonstrated within 2 hours. 
One of us,' and others,?:* have drawn attention to the value of 
this method in the differential diagnosis of the acute abdo- 
men. Equally, its negative value must not be overlooked: 
in as short a period as 30 minutes a normal duct system and 
early filling of the gall-bladder indicate that gross patho- 
logical changes in these structures can be excluded. 

Stone formation is not necessarily the cause of obstruction 
in these cases. In two cases operation showed obstruction 
of the cystic duct by thick pus and associated oedema of 
the mucosa; in the other cases mechanical obstruction of 
the cystic duct by a stone was found. 


Radiology 


The appearances seen on intravenous cholangiography 
depend on two factors, viz. (a) the anatomy of the cystic 


duct, especially its length, and (4) the site of obstruction in 
the duct. 

With a relatively short cystic duct and a stone lodged in 
the duct, all that is visualized is the hepatic and common 
bile-duct. No shadow of the cystic duct is seen. 

When the cystic duct is normal in length the dye enters 
the cystic duct and the site of obstruction can be shown as 
a crescentic shadow at the end of the dye-filled column. 

When the obstruction is caused by a stone lodged in 
the neck of the gall-bladder (Hartmann’s pouch) the dye 
enters this portion of the gall-bladder and a well-marked 
filling defect is noted (Fig. 1). If, however, the cystic duct is 


] 1 | 2 
Fig. 1. Line drawing traced from X-ray negative demon- 
strating obstruction of the gall-bladder in Hartmann’s pouch. 
The crescentic ending of the dye-filled duct is shown. Reduced. 
Fig. 2. Line drawing traced from X-ray negative demon- 
Strating obstruction of the duct by a stone lodged in Hart- 
mann’s pouch and compressing the common hepatic duct, 


causing dilatation of the intra-hepatic radicals. The stone 
is outlined by the contrast medium. Reduced. 





abnormally short the stone lodged in Hartmann’s pouch 
may actually impinge on the hepatic duct and produce well- 
marked dilatation of the intra-hepatic branches proximal 
to the site of lodgment of the stone (Fig. 2). Such a feature 
is not necessarily associated with clinical evidence of ob- 
struction of the common bile-duct. 


CASE REPORTS 
Case 1 
A young married woman, aged 25 years, who complained of 
an attack of epigastric pain which lasted about 3 days before the 
examination. A further attack 24 hours later was followed later 
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again by another attack. The pain was severe and associated with 
nausea and vomiting but no fever. There was no alteration in the 
colour of the stools or urine, but there was elevation of tempera- 
ture and the pulse rate was 82 per minute. Guarding and tender- 
ness was elicited in the right upper abdomen. The clinical diagnosis 
was acute cholecystitis. 

Cholangiography. The liver functioned normally, with normal 
filling of the hepatic and common ducts. The gall-bladder did 
not fill, indicating an obstruction of the cystic duct, which was 
partly visualized as far as the site of obstruction. 

Operative findings: Acute cholecystitis with stone in the cystic 
duct. 

Case 2 

An elderly woman, aged 70 4years, who complained of pain 
in the right hypochondrium of 2 weeks’ duration. Pain came on 
in attacks lasting a few hours and was associated with vomiting 
on occasions. She showed no fat dyspepsia and gave no history 
of iaundice or alteration in colour of stool. 

Oral cholecystogram revealed failure of the gall-bladder to 
concentrate the dye. Cholangiogram revealed good excretion of 
contrast medium by the liver. A calcified opacity in the right 
hypochondrium had the appearances of a stone lodged in the 
cystic duct. There was no filling of the gall-bladder up to | hour. 
The common hepatic and common bile-ducts were dilated. Numer- 
ous radiolucent stones were present in the lower end of the common 
bile-duct. 

Operative findings: Chronic cholecystitis with numerous stones 
in the gall-bladder and common bile-duct. 

Case 3 

A woman, aged 35 years, who complained of acute epigastric 
pain radiating to the right hypochondrium of 12 hours’ duration. 
The pain had not been associated with any pyrexia but she had 
suffered one attack of vomiting. She had noticed dyspepsia 
after eating fats. 

A cholangiogram revealed normal excretion of dye by the 
liver. The common hepatic duct and common bile-duct were of 
normal calibre. The cystic duct was normal. No opacification 
of the gall-bladder was obtained up to 2 hours. 

Operative findings: Multiple calculi with a large calculus lodged 
in Hartmann’s pouch. 

Case 4 

A man, aged 44 years, who complained of belching and wind 
associated with constant headaches. He also complained of a 
constant tender spot over the back. The attacks of abdominal 
pain had been accompanied by vomiting for the last 12 years. 
He had been relieved by lying on his back. There was no history 
of jaundice. The present attack started on the previous day and 
= still persisted; it was not relieved by posture. 

A cholangiogram revealed good excretion by the liver. The 
common and hepatic ducts were of normal width. Some excretion 
occurred through the kidneys. Films up to 1 hour revealed no 
filling of the gall-bladder. 

Operative findings: Cystic duct obstructed by inspissated pus 
and oedema; calibre about 1/32 inch. Gall-bladder thickened 
and fibrosed. 

Case 5 

A middle-aged man, who complained of pain in the right 
hypochondrium for 1 week. Pain had been persistent; associated 
with vomiting. He had no pain in the back. No antecedent 
history of dyspepsia was obtained. He had no urinary symptoms. 
He had suffered from a similar pain 10 years before, for which a 
normal appendix had been removed under the mistaken diagnosis 
of appendicitis. 

A cholecystogram revealed no opaque calculi. A single dose of 
oral contrast medium revealed no concentration of contrast 
medium. <A cholangiogram (20 c.c. of biligrafin forte) showed 
that the liver excreted the dye normally. The common hepatic 
duct and common bile-duct were normal in size. There was no 
filling of the gall-bladder up to 3 hours. 

Operative findings: Empyema of the gall-bladder. Stone in 
the cystic duct. Several further stones in the gall-bladder. 

Case 6 

A young woman, aged 27 years, who complained of upper 
abdominal pain for 24 hours, associated with vomiting; the 
vomitus was bile-stained. 


Pain progressively worse and later 
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became constant. No response to pethidine. Previous 6 years 
history of epigastric pain. Barium-meal examination of the 
gastro-intestinal tract 1 year previously had proved negative. 

A cholangiogram revealed normal excretion of the contrast 
medium by the liver. The hepatic and common ducts were of 
normal calibre. No filling of the cystic duct was noted. The gall. 
bladder did not fill up to 6 hours. 

Operative findings: Acute cholecystitis with 4 large stones ip 
the gall-bladder. One stone lodged in Hartmann’s pouch, ob- 
structing the neck of the gall-bladder. 

Case 7 

A clergyman, aged 55 years, who suffered from an attack of 
severe abdominal pain localized to the right hypochondrium, 
unassociated with fever or jaundice. The attack subsided with 
expectant treatment, but 1 week later, whilst on a holiday visit, 
symptoms recurred and he suffered from severe colicky pain in 
the right hypochondrium. On physical examination the patient 
was found to be relatively well, with no pulse or temperature 
disturbances. 

An intravenous cholangiogram showed that the hepatic duct 
and common bile-duct filled out normally, but no shadow of the 
gall-bladder could be seen up to 4 hours. 

Operative findings: A \arge distended gall-bladder was found, 
with a single cholesterol stone lodged in Hartmann’s pouch. 
The gall-bladder was filled with pus. 


Case 8 - 

A housewife, aged 42 years, who complained of attacks of 
upper abdominal pain starting about 18 months before.  Self- 
induced vomiting relieved the symptoms. A marked fat intoler- 
ance was present and fatty foods precipitated the attacks. The 
present attack was of 6 days’ duration and the patient had suffered 
from constant pain since that time. The temperature and pulse 
rate were normal. 

Cholangiogram. The liver excreted the dye normally and good 
filling of the common hepatic duct and common bile-duct was 
noted in the 30-minute film. The gall-bladder did not fill with 
dye up to 6 hours but no cystic duct stump could be seen through- 
out the examination. 

Operative findings. A grossly thickened and distended gall- 
bladder was found, with a solitary cholesterol stone in Hart- 
mann’s pouch. The common bile-duct was distended but aspira- 
tion showed a clear golden bile. The common duct was opened 
and drained but no stones were found. 

Case 

A woman, aged 45 years, who complained of nagging pain in 
both right and left hypochondrial regions for several months. 
In the month preceding the examination she had complained of 
two attacks of right hypochondrial pain lasting some hours. 
The attacks had not been associated with pyrexia or jaundice. 
During the months preceding the examination her appetite had 
been good, but she had noted some fat dyspepsia. 

Cholangiogram. The contrast medium was excreted normally 
by the liver, and the hepatic and cystic ducts and common bile- 
duct were normal in calibre. A crescentic shadow was seen in 
the right hypochondrium, which was considered to represent a 
small quantity of dye in Hartmann’s pouch. A faint suggestion 
of an oval filling defect impinging on the contrast medium in 
Hartmann’s pouch was noticed, indicating a stone in Hartmann’s 
pouch. No dye entered the gall-bladder up to 5 hours. 

Operative findings: Empyema of the gall-bladder with two 
large gall-stones, one of which was impacted in Hartmann’s 
pouch. 


DISCUSSION 


In the investigation of upper abdominal pain of possible 
gall-bladder origin a definite routine is followed. Excluding 
the case which presents with acute symptoms, oral chole- 
cystography is first performed as a routine survey. This 
method is used because intravenous cholangiography does 
not give information about the concentrating power of the 
gall-bladder. The filling of the gall-bladder appears to be a 
passive phenomenon and no detectable increase in the 
shadow of the dye in the gall-bladder is seen to suggest that 
concentration of the dye occurs. 








24 Okt 


If the 
bladder 
ately pe 
and in 
method. 
contrast 
of the e 
after in. 

It has 
to 6 ho 
visible © 
time. F 
lized by 
that the 
case wil 
was fou 
gall-bla 

In th 
out for 
patient’ 
examing 
of an o! 

In ac 
possible 


The in 
phosphi 
home g 
cases of 
A wa 
Journal 
the Sou 
prepara 
insects, 
for its 
contain 
From 
lives thi 
report I 
many nr 
in the f 
Chemic 
these w 
suicidal 
poisoni: 


On 6 Fe 
at abou 
meal hz 
preserve 
feeling i 
he was 
on duty 
parathic 
Case 1 
A bo: 
pupils \ 
pulse ra 
intraven 





1959 


| years” 
of the 
ve. 

ontrast 
vere of 
1¢ gall- 


mes in 
h, ob- 


ack of 
drium, 
d with 
Y Visit, 
dain in 
patient 
erature 


c duct 
of the 


found, 
pouch. 


cks of 

Self- 
intoler- 
. The 
uffered 
1 pulse 


d good 
ct was 
Il with 
rough- 


d gall- 

Hart- 
aspira- 
opened 


pain in 
nonths. 
ined of 
hours. 
undice. 
ite had 


yrmally 
mn. bile- 
seen in 
esent a 
gestion 
ium in 
mann’s 
th two 
mann’s 


ossible 
‘luding 
chole- 

This 
y does 
of the 
o bea 
in the 
st that 





24 Oktober 1959 


If the oral cholecystogram fails to demonstrate a gall- 
bladder shadow intravenous cholangiography is immedi- 
ately performed. Anatomical lesions in the biliary tree 
and in the cystic duct are immediately detected by this 
method. In some cases of cholecystitis the excretion of the 
contrast medium by the liver is delayed and the shadows 
of the extra-hepatic biliary tree are not visualized for 1 hour 
after injection. 

It has been our practice to continue the examination up 
to 6 hours after the injection, because in some instances a 
visible gall-bladder shadow has only been noted at this 
time. Furthermore, a failure of the gall-bladder to be visua- 
lized by the intravenous method does not necessarily mean 
that the gall-bladder is completely obstructed; one such 
case with an apparently completely obstructed gall-bladder 
was found 6 months later to have a normally functioning 
gall-bladder. 

In the acute case the examination has not been carried 
out for as long as 6 hours, but in these cases, where the 
patient’s condition warrants it, it is better to continue the 
examination up to this time before accepting the diagnosis 
of an obstructed gall-bladder. 

In acute cholecystitis without obstruction by stone it is 
possible for intravenous dye to outline the gall-bladder, 
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but it must be admitted that in such cases, even without a 
stone lodged in Hartmann’s pouch or the cystic duct, the 
extent of. inflammatory oedema is such as to render it virtu- 
ally an obstructed gall-bladder. 


SUMMARY 


1. Intravenous cholangiography provides a method of 
detecting obstructions in the cystic duct. 


2. Its value in the differential diagnosis of gall-bladder 


lesions in the acute abdomen is emphasized. 

3. In the acute abdomen failure of the gall-bladder to 
fill when the liver excretes the dye normally into a normal 
duct system implies gall-bladder and cystic-duct disease. 
In the acute case, however, it must be admitted that the 
obstruction in the cystic duct is not necessarily due to stones; 
it may be caused by pus, inflammatory exudate, or even 
oedema of the mucosa of the cystic duct. 

We are indebted to Mr. S. Skapinker, Mr. J. E. Ellison, Mr. P. 
Theron, Dr. H. Barrow and Mr. W. Trubshaw for permission 
to report these cases. 
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PARATHION POISONING 


H. B. KLUGMAN, M.B., B.Cu., Dip. 


The increasing use of the alkyl phosphates (organo- 
phosphates) as insecticides, both agriculturally and in the 
home garden, has produced an ever-increasing number of 
cases of poisoning, many of them fatal. 

A warning about the danger of parathion appeared in this 
Journal in 1952._ In July 1956 warnings were published in 
the South African lay press?:* against the use of parathion 
preparations to combat domestic flies and other household 
insects, and the most stringent precautions were recommended 
for its storage and use and even the disposal of empty 
containers. 

From February 1953 to June 1956 74 people lost their 
lives through parathion poisoning. Although only one case 
report has appeared in the South African medical literature,* 
many more such cases are known to the analysts engaged 
in the forensic and toxicological sections of the Government 
Chemical Laboratories, Johannesburg. The majority of 
these were cases of accidental poisoning, but a number were 
suicidal and homicidal. Four further cases of accidental 
poisoning, one of them fatal, are reported here. 


CASE REPORTS 


On 6 February 1959 4 members of a family who had eaten a meal 
at about 7 p.m. were admitted to the South Rand Hospital. The 
meal had consisted of stew, tinned tomato soup, and home- 
preserved peaches. Shortly after supper these 4 people started 
feeling ill. The father, who had not partaken of that meal because 
he was still at work, made the suggestion to the casualty officer 
on duty that the noxious agent might have been ‘foliodol’, a 
parathion-containing liquid. 

Case 1 


A boy, aged 7 years, was admitted at 10.20 p.m. in coma. His 
pupils were widely dilated, he was sweating profusely, and his 
pulse rate was 80 per minute. Atropine, 1/50 gr., was given by 
intravenous injection. At 11 p.m. convulsive twitching of arms 
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and eyelids occurred, together with incontinence; the pulse rate 
increased rapidly, the chest became very moist, breathing stopped 
and the pupils became ‘pinpoint’; 1/100 gr. more of atropine 
was given intravenously, and further efforts at resuscitation were 
unsuccessful. On post-mortem examination parathion was found 
to be present in the stomach contents. 


Case 2 


A girl of 10 years, sister of case 1, was in a better condition than 
her brother when she was admitted at 11 p.m. She complained 
of nausea and vague epigastric pain. The blood pressure was 
130/80 mm. Hg, and the pulse rate 100 per minute. Her pupils 
were widely dilated. 

At 12 p.m. her condition deteriorated and an intravenous drip 
containing solucortef and levophed was set up and 1/100 gr. of 
atropine given 2-hourly by intramuscular injection. 

At 4 a.m. the pupils became constricted, convulsions appeared, 
and respirations became irregular. Cyanosis and bronchospasm 
appeared and, as bronchial obstruction from inhalation was 
feared, bronchoscopy was performed, the findings being normal. 
Treatment with atropine, 1/100 gr. at intervals of 14-2 hours, was 
continued, together with paraldehyde administration for control 
of fasciculation. 

The child regained consciousness at about 4 p.m. and the further 
course was uneventful. 

A serum-cholinesterase estimation performed shortly after 
admission showed 20 % of average normal activity, but no follow-up 
estimations were done. Analysis of a specimen of the gastric 
lavage did not reveal the presence of parathion. 


Case 3 


The mother of cases 1 and 2, aged 29, was admitted at 11 p.m. 
in a state of collapse. Her main complaint was a feeling of intense 
coldness, nausea and weakness. The pulse rate was 90 per minute 
and the blood pressure 90/60 mm. Hg. Her pupils were normal 
in size and reaction. Her general condition necessitated the use 
of an intravenous drip containing levophed and solucortef; 1/100 
gr. of atropine was given at 2-hourly intervals. The course of 
her illness was uneventful. 

A series of serum-cholinesterase estimations were performed, 
with the following results: On admission 15% of average normal 
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activity, on 9 February 22%, on 18 February 53°;, and on 20 
March 100°. 
Case 4 

The grandmother of cases | and 2, aged 64 years, was admitted 
at 6 a.m. on 7 February. She complained only of generalized 
weakness. Her general condition was good. She was treated with 
atropine only. 

The results of serum cholinesterase studies were as follows: 
On admission 57%, on 7 February 75°, and on 18 February 100°,. 

Toxicological analysis of the meal that had been eaten showed 
the presence of parathion in the stew. 


DISCUSSION 


Of the organic phosphates in common use as insecticides, 
hexa-ethyl tetraphosphate, tetra-ethyl pyrophosphate (TEPP) 
and parathion, the last-mentioned is the most versatile 
poison because of its greater stability in the presence of water 
and its greater solubility in lipid media, including the waxy 
outer layer of fruit and leaves; unfortunately the same 
factors are responsible for the greater danger presented by 
parathion when used in the environment of man and domestic 
animals. In some cases the chemical is absorbed by plants 
and may remain toxic for several days, and it is thus recom- 
mended that sprayed food crops should not be /arvested 
for 3-6 weeks. 

Since the insecticide may be absorbed through the skin,* 
respiratory tract,® conjunctivae or gastro-intestinal tract, 
or by injection (suicide or homicide), exposure may occur 
at any stage in the production, packaging, handling or 
spraying of insecticide preparations, or in the harvesting of 
sprayed fruit or vegetables which have been insufficiently 
weathered, or by the ingestion of such products. 

Despite these numerous potential risks, the majority of 
cases of poisoning have occurred through carelessness on the 
part of workmen, either unwittingly or in some instances 
as the result of gross disregard of the safety precautions 
recommended.’ Accidental ingestion is not common, but 
it does sometimes occur, as in the case of a number of 
people in Johannesburg who ate a cake in which parathion 
had been used instead of vanilla essence;* and a 10-year-old 
boy who drank from a ‘whisky bottle’ which he found in the 
fork of a tree.’ 

In a report to the American Council on Pharmacy and 
Chemistry’ it is stated that, if the recommendations of the 
Bureau of Entomology and Plant Quarantine of the US 
Department of Agriculture are carried out with particular 
reference to the time between the last spraying and harvesting 
of fruit, then normal weathering should reduce the parathion 
to residues which are of no practical significance. 

Barnes and Davies’ undertook a survey of blood- 
cholinesterase levels in a group of workers exposed to 
organo-phosphorus insecticides. Many thousands of square 
miles had been sprayed with parathion without any accidental 
poisoning. Of 50 sprayers examined during the height of 
the spraying season, only 3 showed the slightest evidence of 
absorption as reflected by cholinesterase levels. In only 9 
out of 30 factory or laboratory workers could any abnormality 
be recognized, and that only by the most stringent of criteria. 
These facts tend to demonstrate quite clearly that these 
insecticides may be manufactured and applied without 


risk, provided manufacturers, consumers and their employees 
adhere rigidly to all the safety devices and procedures that 
have been developed to this end. 

It has been found that although extensive day to day 
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exposure is regularly associated with reduced blood- 
cholinesterase activity, the only fatal or near-fatal cases of 
poisoning are associated with brief massive exposures and 
gross carelessness.'* It is, however, an important fact that an 
increased susceptibility to an anticholinesterase may be 
developed by previous poisoning with doses which have 
shown no clinical signs or symptoms, and the level of blood 
cholinesterase is an index of this susceptibility. Crashes 
of dusting aeroplanes have been attributed to the effects of 
subclinical poisoning of the pilots.'"° Regular checking of 
blood-cholinesterase levels in workers is thus of the greatest 
importance in the establishment of an objective index of 
inadequate safety precautions or faulty handling of these 
poisons. 


SYMPTOMATOLOGY OF POISONING 


The toxic manifestations in anticholinesterase poisoning are 
directly related to the inhibition of the enzyme cholinesterase 
(ChE) in the central nervous system, the parasympathetic 
nervous system, and at the neuromuscular junctions, resulting 
in a local accumulation of acetyl-choline, which produces 
increased activity of smooth muscle and glands and also 
some involuntary muscular fasciculation. 

The signs and symptoms are as follows: Dizziness, nausea, 
vomiting, diarrhoea, salivation, bronchorrhoea, pulmonary 
oedema, asthma-like constriction of the chest, myosis with 
blurring of vision (although mydriasis may occur, possibly 
owing to central hypoxia or the presence of extreme anxiety), 
sweating, bradycardia, convulsions, coma and death. In 
severe anticholinesterase intoxication death occurs as the 
result of paralysis of the muscles of respiration and of the 
pharynx and tongue, unless artificial respiration and an 
open air-way are maintained until recovery. 

The anticholinesterase activity of these organo-phosphate 
compounds is reflected by a fall in the red-cell and serum 
ChE activity. Although it is the red-cell ChE which is of 
importance in hydrolysis of acetyl-choline, its level is reflected 
by the serum ChE, which, as a matter of convenience, is 
what is actually measured by the laboratory. 

It is of significance that although ChE levels are vitally 
important for confirmation of the diagnosis of poisoning 
or over-exposure, low activity results may bear no obvious 
relationship to the clinical severity of effects and some 
workers have been found with ChE levels of 20% without 
clinical manifestations of toxicity. 


TREATMENT 


The mainstay of treatment is still the exhibition of atropine, 
but it has recently been demonstrated that ChE inhibition, 
neuromuscular block, and lethal effects produced by organo- 
phosphorus anticholinesterase compounds, may be reversed 
by a number of oximes, the most effective known at present 
being 2PAM (pyridine-2-aldoxime methiodide),'' which, 
when administered in therapeutic dosage, has not produced 
any side-effects besides very transient local discomfort. 

Atropine relieves only some of the symptoms of poisoning 
and does not affect others such as muscular fasciculation, 
while 2PAM has little effect on gastro-intestinal symptoms, 
sweating, salivation, and some of the central nervous system 
symptoms, so that it is essential to use a combination of 
both drugs in treatment. 

The following scheme of treatment is recommended by 
Grob and Johns: 
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|. Terminate exposure by removal from site of poisoning, 
removal of contaminated clothing, copious washing of skin 
and eyes, and gastric lavage. 

2, Maintain a patent air-way by endotracheal intubation 
or tracheotomy if necessary. 

3, Apply artificial respiration manually or by the use of 
the poliomat, artificial lung, or bellows on closed-circuit 
anaesthetic machine. 

4, Administer atropine, 2-4 mg. (1/30—1/15 gr.) intra- 
yenously, followed by 2 mg. every 3-8 minutes until muscarine- 
like symptoms disappear, and whenever they reappear; 
atotal of 24-48 mg. may be required the first day. 

In less severe intoxication give 2 mg. intravenously or 
intramuscularly, and repeat at 20-minute intervals until 
muscarine-like symptoms are relieved; maintain a mild 
degree of atropinization for 24-48 hours. 

5. In severe intoxication give 2,000 mg. of 2PAM (500 
mg. per minute) intravenously, and repeat the dose if weakness 
is not relieved, or recurs. In moderate intoxication give 
1,000 mg. intravenously and repeat if necessary. 

6. Alleviate convulsions by anaethesia if necessary. 


COMMENTS 


It is difficult to explain the presence of parathion in the 
stew consumed by the family. It is possible that sprayed 
vegetables may have been included in the stew or that there 
was contamination during its preparation. The patients 
lived on a fruit and vegetable farm where ‘foliodol’ had 
been extensively used. It may perhaps be argued that any 
parathion present would have been hydrolysed by boiling, 
but this is not really so, for such breakdown only occurs 
to a very small extent. 

It is almost certain that the amounts of poison ingested 
were not similar in all cases, and this might explain the 
difference in the symptoms. It is also suggested that children 
may be more susceptible to poisoning with this substance. 

On theoretical grounds it has been stated that intravenous 
fluids are contra-indicated because of the possibility of 
overloading an already poor circulation;'* but post-mortem 
examination on a number of cases of this type of poisoning 
has shown very little evidence of pulmonary oedema, and 
it has been suggested that the respiratory obstructive symp- 
tomatology is due to intense salivation with leaking down 
of secretions. 

In the cases reported here it is felt that the use of intravenous 


solucortef and levophed may have been life-saving; these 
measures are not mentioned in Grob and John’s recommen- 
dations.'* 

It is obvious that these recommendations on treatment 
were not all carried out; I feel that this is mainly because 
at the time of the occurence of the poisonings these methods 
were too little known to the staff of this hospital. In view 
of the intense salivation, sweating and, in some cases, purging 
I feel that intravenous fluid therapy and replacement of lost 
electrolytes is of importance in these cases. 

It is hoped that this article will draw attention once again 
to a fairly easily available noxious agent in our midst, and 
it is also hoped that practitioners may become aware of the 
methods of treatment. Stocks of 2PAM should be readily 
available in all hospitals at least, and in the doctor’s bag if 
possible. 

In poisoning cases it may be extremely difficult to assess 
rapidly and accurately the noxious agent responsible in order 
that the specific methods of treatment available for some 
types of poisoning (e.g. barbiturates and organic phosphates) 
may be used. Unfortunately a history of the actual substance 
ingested is often absent, in which case the diagnosis of the 
syndrome of parathion poisoning usually depends mainly 
on awareness of the syndrome and the high index of suspicion 
which should exist in areas where the organic phosphorus 
insecticides are being used. 


SUMMARY 


Four cases of poisoning with parathion are reported. In 
organic phosphate poisoning the mode of poisoning, the 
effects and the treatment are described. 


My thanks are due to Dr. H. Rompel, Superintendent of the 
South Rand Hospital, for permission to publish these cases, and 
to Drs. H. Pretorius and F. R. Malan under whom the cases 
were admitted. 
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BRITISH COMMONWEALTH MEDICAL CONFERENCE* 
R. ScHAFFER, M.D., President, Medical Association of South Africa, 1958-1959 


The Fifth British Commonwealth Medical Conference was held 
at BMA House, Tavistock Square, London, from 11 to 14 July 
1959, under the chairmanship of Dr. S. Wand, Chairman of the 
Council of the British Medical Association. The Hon. Secretary/ 
Treasurer was Dr. D. P. Stevenson, Secretary of the British Medical 
Association, and Dr. E. E. Claxton was the local Organizing 
Secretary. Delegates from Australia, Canada, Ceylon, Eire, 
India, New Zealand, Pakistan, South Africa, Southern Rhodesia, 
and the United Kingdom attended the Conferénce. 

The Conference opened on the morning of 11 July, but the 
delegates were given an opportunity of meeting each other and 
of meeting their hosts of the BMA at a most pleasant informal 
cocktail party the previous evening. 

* Report presented to the Federal Council of the Medical Association, East 
London, September 1959, by the Association’s delegate to the Conference. 


Membership and Financial Arrangements 


On the first day of the Conference, after receiving the report 
of the 4th Conference held in Toronto in 1955, there was lengthy 
discussion on future membership and on finance. The President 
stated that in accordance with the wishes of the previous Con- 
ference, the method of financing the meetings had been reviewed, 
and the Hon. Secretary/Treasurer had come to the conclusion 
that it was unlikely that the Saskatoon formula for calculating 
and distributing the pool would be improved. Since the Toronto 
Conference another problem had arisen, namely, whether the 
former Colonies, which in quick succession were acquiring in- 
dependence, should be invited or admitted to the Conference. 
If all were admitted, the Conference might perhaps become too 
large and too costly, and the meetings might lose their valuable 
informal character. 
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Prof. D. E. C. Mekie, Chairman of the BMA Overseas Com- 
mittee, said that two apparently contradictory influences were 
at work in the younger members of the Commonwealth. There 
was the idea of growing up and there was an abiding affection 
for traditional standards. He saw dangers in the attitude of mind 
in some territories which regarded the acquisition of self-govern- 
ment as resistance to oppression. We should encourage the new 
countries to develop in the way most suitable to their particular 
circumstances, and not try to force them all into a uniform pattern. 

Dr. A. D. Kelly, General Secretary of the Canadian Medical 
Association, suggested that the new self-governing territories 
should be informed of the existence and purpose of the Conference 
and be invited to join its membership. He suggested that the 
Conference should review its financial arrangements taking into 
special consideration the high contribution of the BMA. 

I expressed the opinion, shared by the representatives of New 
Zealand (Dr. R. F. Thomas, Chairman of Council, New Zealand 
Branch of the BMA) and Australia (Dr. H. C. Colville, President 
Federal Council, BMA, Australia), that membership of the 
Conference should not be restricted. The different members 
of the Commonwealth should be given the opportunity of learning 
more about each other. They should learn to appreciate each 
other’s problems and difficulties, and discover that we all have 
a great deal in common. We all practise the same system of 
medicine and profess the same system of medical ethics. 

Professor Mekie suggested that this Conference could perhaps 
develop into a New Commonwealth Association, which should 
have specific functions. The present organization lacked con- 
tinuity. 

Dr. V. Prakash (Hon. Joint Secretary, Indian Medical Associa- 
tion) and Dr. Colville supported the views expressed by Professor 
Mekie but after a full discussion it was apparent that a new associa- 
tion was unnecessary. 

It was decided to send a report of the discussion to the con- 
stituent Associations and to request them to discuss the subject 
so that members would be able to express the views of their respec- 
tive Associations at the next meeting of the Conference. The 
Hon. Secretary /Treasurer was asked to frame specific questions, 
in answer to which the constituent Associations could express 
their views, to collate the replies, and to circulate a report to all 
the Associations in advance of the next Conference. 

After having heard statements from each member on the ques- 
tion of finance, the President said that there was general agreement 
that the Saskatoon formula was satisfactory, subject to the raising 
of the minimum contribution from 1°% to 2°. The Canadian 
representatives agreed, but stated that the Canadian Medical 
Association would like to increase its contribution to 16°, with 
a view to a corresponding reduction in the contribution of the 
BMA. This generous offer was accepted with gratitude. 

The following proposals concerning finance and membership 
were then adopted, with reference to the 1959 Conference: 

1. That the cost of this Conference, and therefore the total 
amount of the pool be taken as £5,000 and if, as seems probable, 
this be in excess of the actual cost, the balance be carried forward 
to help finance the next Conference. 

2. That the contributions to the pool be according to a modified 
Saskatoon formula as follows: 


% of Amount 
Country £5,000 £ 
Australia. . = e 12-5 625 
Canada .. wi en 16 800 
Ceylon 2 100 
India 2 100 
Ireland 3 150 
New Zealand 5:5 275 
Pakistan .. 2 100 
South Africa 6°5 325 
Southern Rhodesia 2 100 
United Kingdom 48-5 2,425 


3. That the British Commonwealth Medical Conference meet 
every 2 years. 

4. That the Sixth Conference be held in New Zealand in Febru- 
ary 1961. 

5. That invitations be sent to the medical associations or 
units in the following territories to appoint | delegate each to 
the New Zealand Conference: Ghana, Nigeria, Malaya and 
Singapore, and the Caribbean area. 
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6. That the pool for future Conferences be £5,000 plus a 
suitable amount to cover the cost of travel and subsistence of 
the delegates of new member Associations. 

7. That any balance in the pool after a Conference be carried 
forward to the next Conference. 

8. That contributions to the pool be calculated as at present, 
Relations Between the Medical Profession and the Public 

The discussion on this subject was opened by Mr. John Pringle 
the Public Relations Officer of the BMA, who introduced the 
subject by presenting a most interesting and thought-provoking 
paper. Mr. Pringle pointed out that, much as many members 
of the profession disliked it, doctors had to live in the modern 
world. Our community is held together by publicity—news- 
papers, magazines, films, posters, and radio and television pro- 
grammes provide the cement. The State belongs to, and is run 
by, all of us and the doctor merely provides one special kind of 
public service. The profession must come to terms with this 
modern world. Some might ask; ‘why should we come to terms— 
let them come to terms with us?’ He thought that one of King 
Canute’s courtiers once asked a similar question in rather a 
similar situation. (It seems to me that many similar situations 
have been approached in a similar state of mind by some members 
of our Association.) 

During the debate each member gave a report on conditions 
in his own country and medical insurance schemes and conditions 
of practice were discussed. While conditions in the Asiatic coun- 
tries are most unsatisfactory, conditions in other Commonwealth 
countries are very good. Conditions in New Zealand seem par- 
ticularly satisfactory. Our South African system of medical 
aid societies appealed to the other delegates as an excellent 
system. 

The Canadian delegates were very pleased when I informed 
the meeting that a ‘plan’ for pre-paid medical care, based on 
the Canadian plan was being launched in the Southern Transvaal 
area, and that the sponsors of the plan considered the Canadian 
plan an excellent model. The Secretary of the Canadian Medical 
Association expressed the hope that the Transvaal pre-paid 
Medical Services Plan would be a great success. He stated that 
the Canadian plans provided for medical services only and not 
for hospitalization which was provided by different organizations. 
Approximately 48°, of the Canadian population was insured 
against medical expenses and about half of the insured public 
were subscribers to plans sponsored by the Canadian Medical 
Association. The others made use of various commercial insurance 
schemes, many of which were very satisfactory. 

The Medical Profession and the State 

Sunday morning was devoted to a discussion of the relations 
between the medical profession and the State. It was interesting 
to learn that in India, Pakistan, and Ceylon the practice of indi- 
genous traditional medicine was still recognized and encouraged 
by the State and the average income of the doctor was’ very low. 
Conditions in other parts of the Commonwealth were very good. 

It was most satisfactory to be able to inform the meeting that 
relationships between the Medical Association of South Africa 
and the Government, both Central and Provincial, were excellent 
and that there was frequent consultation between the Association 
and Heads of Government Departments. 

On Monday the Conference assembled at the headquarters 
of the British Postgraduate Medical Federation on the invitation 
of the Director, Prof. Sir Francis Fraser, who explained the 
organization of the Federation and gave delegates most useful 
information. Further information was given by Dr. R. A. Pallister, 
Medical Director of the Commonwealth Medical Advisory 
Bureau. 

After lunch at London House, on the invitation of Brig. E. C. 
Pepper, the delegates visited the Postgraduate Medical School «t 
Hammersmith where the Dean, Dr. Charles Newman, had made 
arrangements for the delegates to see the kind of training and 
experience available for overseas students. 


Medical Appointments in the Commonwealth 

The last subject on the Conference Agenda was the filling of 
medical appointments in the Commonwealth. The discussion was 
opened by Prof. C. A. Wells of the BMA Overseas Committee, 
who said that there were always at least 2,000 Commonwealth 
graduates working in the UK where they obtained training and 
experience; but relatively few practitioners left the British Isles 
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to work and gain experience in Commonwealth countries. He 
suggested ‘secondment’ and short-term appointments as a means 
of making it possible for UK graduates to spend some time in 
other Commonwealth countries. 

The delegates were invited to express their views and to make 
statements on the possibilities of employment in their own countries 
| pointed out that: 


1. While there are no vacancies in the teaching hospitals 
and most larger hospitals in South Africa, there are vacancies 
in the smaller hospitals, in non-European hospitals and mission 
hospitals. The conditions of service are excellent and these were 
explained in detail. 

2. There is scope in general practice, particularly in the rura 
areas, and there is a shortage of assistants and locums, who are 
well remunerated. 

3. Those who were interested could apply for vacancies when 
they were advertised and the Medical Association of South Africa 
would give applicants all possible assistance. 


4. South Africa would welcome doctors from the UK but 
would have a special welcome for those who would be prepared 
to identify themselves fully with this country and eventually 
accept it as their own. 


Conclusion 

The Conference ended on a very pleasant note. After well- 
deserved tributes had been paid to the Chairman, Dr. Wand, 
and to Drs. Stevenson and Claxton, and after the BMA had been 
complimented and thanked for the excellent arrangements and 
entertainments, the Chairman asked each delegate to accept, 
as a souvenir of the meeting, a heraldic shield of his country’s 
Arms. 

The general spirit of the Conference was happily expressed 
by the President at the dinner given in honour of the occasion 
by the Council of the British Medical Association. In the course 
of his speech, proposing the toast of the British Commonwealth 
he said: 

‘Doctors have played no small and no unimportant part in 
the development of the Commonwealth as it is today. If we go 
back a few years, we find doctors as explorers and as missionaries, 
carrying out their duties among people in places which could 
never be reached except by men of bravery, men of character, 
and men who were willing to go where others have never travelled 
before. As the representative of Pakistan has said, through the 
services these doctors rendered to their patients they obtained 
a certain prestige and as a result of this prestige they came to 
be trusted. With trust came the willingness to accept vocation 
and many of the other qualities that flowed from it. Partly through 
this influence, we find that, after a comparatively few years, 
nations within the Commonwealth have so developed that they 
have now either a Promer self-government or are about to achieve 
it. There can be no doubt that the medical profession has played 
its part in bringing this about. 

‘In medicine, we have no differentiation between those of any 
colour or creed or race. In the Commonwealth, which embraces 
one-eighth of the earth’s surface, the widest seas cannot stop our 
nations from having common ideas and common principles, 
which could not be closer if the members lived in the same house. 


Is it too much for us to hope that some day these principles of 


common understanding and wisdom, these ideas of peace and 
goodwill between man and man will come about? Is it too much 


to think that these ideas will spread and that in the course of 


time our idealism in the Commonwealth will become even more 
widely adopted ?” 


Meeting of the Répresentative Body of the BMA 


On 15 July the delegates travelled to Edinburgh to attend the 
meeting of the Representative Body of the BMA held from 16 to 18 
July, and then to attend the Joint Annual Meeting (Congress) 
of the British and Canadian Associations. 

There were more than 500 delegates in the McEwan Hall for 
the meeting of the Representative Body. The organization was 
perfect, the debates were always of high standard, and the Chair- 
man, Dr. Beauchamp, was alwé ays in full control. Time limits 
for speeches were strictly enforced. 

The controversy over the BMA’s banned booklet Getting 
Married was considered at the opening session. The meeting 
approved a resolution which deplored some of the chapter head- 
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ings, especially the one entitled ‘Is chastity outmoded ? Outdated ? 


Out?” The meeting approved the action of the Chairman of the 
Council, Dr. S. Wand, who had withdrawn the booklet from 
circulation. Most of the delegates, who were conservative in 


outlook, considered it wrong for the BMA to publish information 
which might be construed as condoning or even encouraging 
violation of the accepted moral code. The progressives expressed 
the view that the public should be told the facts, even though the 
facts did not make good reading. 'The Association should give 
sound and correct information. To inform a prospective bride 
that 1 in 8 brides was pregnant should be taken as a warning, 
not as encouragement. 

I felt very much at home when the Hon. Treasurer, Dr. Callander, 
assured members that an increase in subscriptions was essential. 
He warned the meeting that the deficit for the year was likely 
to be £35,000, and the loss to the Association caused by the 
printers’ strike could not yet be estimated. He asked for an in- 
crease in the subscription rate of £3 3s. Od. per year, but the 
meeting only agreed to an additional £1 1s. Od. Dr. Callander 
accepted this with very good grace and promised to come back 
for more next year. The meeting also rejected a resolution which 
read: “That in the interest of economy and efficiency a top-ranking 
business executive be appointed to direct the financial affairs of 
the BMA.’ 


Joint Annual Meeting of the British and Canadian Medical Associa- 
tions 


The Joint Annual Meeting was a triumph of organization, 
and everything went according to plan. Even the annual dinner, 
in the Waverley Market, attended by more than 2,000 guests 
went without a hitch. The old market has become a most attrac- 
tive banqueting hall. The seating was good, the catering was 
excellent, the company extremely pleasant and stimulating, and 
the speeches of very high quality. One of the Canadian speakers, 
to demonstrate that Canada is a bilingual country, used both 
official languages. It was a most enjoyable occasion. 

The Scientific Meetings were well attended and the contributions 
were of a very high scientific standard. It is difficult to single 
out papers for special mention when all were excellent. As a 
retiring President I found the symposium on the problems of 
aging of particular interest! 

Il am grateful to Her Majesty’s Government in the UK and 
to the BMA for their hospitality, and must thank Dr. S. Wand, 
Chairman of the Council (BMA), Drs. Stevenson, Claxton and 
other officials of the BMA for many kindnesses. The Chairman 
and members of the City of Edinburgh Division, and our friend 
Dr. lan Grant, President of the College of General Practitioners, 
provided most generous hospitality and made my stay in Edin- 
burgh most enjoyable. 

I have had many demonstrations of interest in, and goodwill 
towards, South Africa and have had opportunities, both by public 
statement and private discussion, to explain some of the problems 
of our multiracial society. It is necessary to let the world know 
that the Union provides better hospital services, better social 
services and better medical services for its non-White citizens 
than are provided in any other part of Africa. It is also right 
that it should be known that our non-White medical students 
are given a training in every way equal to that given to the White 
students, and that our standards of teaching and practice are 
certainly not inferior to the standards in other Commonwealth 
countries. 

This Commonwealth Conference has served a very useful 
purpose which cannot be assessed in terms of subjects discussed 
and resolutions taken. It is right and it is necessary that our 
Association should maintain the bonds of friendship and under- 
standing which bind us to other medical associations within the 
Commonwealth, and that we should also retain active membership 
of the World Medical Association. 

We must also maintain active medical leadership in Africa. 
This may not improve our finances or balance our budget, but 
it must be done. Perhaps we can start by organizing a joint meeting 
with our colleagues of the Central African Federation. We have 
been well represented at previous Commonwealth Conferences 
and must be well represented at future Commonwealth meetings 
and at Conventions of the World Medical Association. Our 
members must be kept informed about developments in other 
parts of the world and Federal Council must find time to debate 
‘foreign affairs’. 
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MEDICAL ASSOCIATION OF SOUTH AFRICA : MEDIESE VERENIGING VAN SUID-AFRIKA 


ANNUAL GENERAL MEETING 


The Annual General Meeting of the Medical Association of 
South Africa was held in St. Saviour’s Hall, St. Peter's Road, 
East London, on 24 September 1959, when Dr. P. F. H. Wagner 
was inducted as President of the Association by Dr. R. Schaffer, 
the retiring President. 

Dr. Schaffer referred to the great services which Dr. Wagner 
has rendered to the Medical Association, the Border Branch, 
and the public. The appreciation which he had earned was re- 
flected in his election to the highest honour in the gift of the 
Association. 

In his reply, expressing his thanks and appreciation, Dr. Wagner 
said that he was deeply moved by the honour which had been 
conferred on him. In carrying out the duties of his office he 
would try to emulate his distinguished predecessors. He also 
thanked Dr. Schaffer for the very efficient way in which he dis- 
charged his duties during his term of office. 

At the opening of the Meeting the Minutes of the last Annual 
General Meeting were confirmed and signed and the Annual 
Report of the Chairman of Federal Council, which was published 
in the Journal of 25 July (33, 628), was adopted. The Meeting 
was then adjourned until 8 p.m. on Monday 28 September 1959. 


THE ADJOURNED ANNUAL GENERAL MEETING 


The Adjourned Annual General Meeting of the Medical Associa- 
tion of South Africa was held in the City Hall, East London, 
on 28 September 1959 at 8 p.m. A large audience of members 
and their wives, together with overseas guests who attended the 
42nd South African Medical Congress, was present. 


Opening of Congress 


After the entry of the platform party, the Rev. Mr. J. Wesley 
Allen, the President’s Chaplain, led the meeting in prayer, and 
the President of the Medical Association then introduced the 
Administrator of the Cape, Dr. J. H. O. du Plessis, who addressed 
the Meeting and formally opened the Congress. 


In his Address the Administrator outlined the policy of the 
Administration regarding hospital and health services in the 
Cape. He said that more than £15,000,000 a year was being 
spent on hospitals, research, and health services in the Cape 
Province. Referring to the future programme for hospitals, Dr. 
du Plessis said the estimates for capital works during the next 
8 years would amount to £12,000,000. Big additions and altera- 
tions were being made to various hospitals, and it had been de- 
cided to build two big hospitals for training purposes in the 
Ciskei and the Transkei. These hospitals would cost more than 
£1,000,000. The object was to give mon-European nurses and 
doctors an opportunity to serve their own people. These hospitals 
would also be used as research units. 

Dr. du Plessis also said that the Cape Provincial Department had 
decided to support the establishment of a nuclear research station 
at the Cape, and that a second Provincial hospital for alcoholics 
would probably, in the near future, be established in the Eastern 
Cape. The first Provincial hospital for alcoholics in the country, 
the Park Road Hospital, Rondebosch, Cape, was opened 6 months 
ago and had already proved to be a great success in the treat- 
ment and rehabilitation of alcoholics. Dr. du Plessis concluded 
his Address by praising the work done by the South African 
Heart Association in organizing research in the field of heart 
diseases, and he suggested that the activities of the Heart Associa- 
tion be extended to the Native areas in the Eastern Cape. 

Dr. Wagner then called on the Mayor of East London, Councillor 
W. P. Osmond, to welcome members of the Association and their 
families, as well as the distinguished overseas guests, who 
attended the Congress. A short musical interlude followed. 


Presentations and Awards 


Dr. Wagner presented the insignia of Immediate Past President 
to Dr. R. Schaffer; and Mrs. Wagner, the President’s Lady, was 
presented with her badge of office by Dr. Schaffer. 


JAARLIKSE ALGEMENE VERGADERING 


Die Jaarlikse Algemene Vergadering van die Mediese Vereniging 
van Suid-Afrika is gehou in St. Savioursaal, St. Peterweg, Oos- 
Londen, op 24 September 1959, toe dr. P. F. H. Wagner deur 
dr. R. Schaffer, die aftredende President, ingelyf is as President 
van die Vereniging. 

Dr. Schaffer het melding gemaak van die groot dienste wat 
dr. Wagner aan die Mediese Vereniging, aan die Tak Grens, 
en aan die publick bewys het. Sy verkiesing tot die hoogste amp 
in die Vereniging weerspieél die dank wat hy verdien het. In 
sy antwoord het dr. Wagner sy dank en waardering uitgespreek 
en gesé dat hy hierdie eer baie hoog waardeer. In die uitoefening 
van sy ampspligte sal hy probeer om die voorbeeld van sy waardige 
voorgangers na te volg. Hy het dr. Schaffer ook bedank vir die 
waardige manier waarop hy die pligte van sy Presidentskap 
uitgevoer het. 

By die opening van die Vergadering is die Notule van die vorige 
Jaarlikse Algemene Vergadering goedgekeur en geteken en die 
Jaarverslag van die Voorsitter van die Federale Raad, wat in die 
Tydskrif van 25 Julie (33, 628) gepubliseer is, is aanvaar. Die 
Vergadering is daarna verdaag tot 8 nm. op Maandag 28 Sep- 
tember 1959. 


DIE VERDAAGDE JAARLIKSE ALGEMENE 
VERGADERING 


Die Verdaagde Jaarlikse Algemene Vergadering van die Mediese 
Vereniging van Suid-Afrika is gehou ix die Stadsaal, Oos-Londen, 
op 28 September 1959 om 8 nm. Daar was ’n goeie opkoms van 
lede en hul eggenotes asook van die oorsese gaste wat die 42ste 
Suid-Afrikaanse Mediese Kongres bygewoon het. 


Opening van die Kongres 

Nadat die verhoog-geselskap plaasgeneem het, het die President 
se Predikant ’n gebed gedoen. Die President van die Mediese 
Vereniging het die Administrateur van die Kaap, dr. J. H. O. du 
Plessis, toe voorgestel en aan die woord gelaat om die Kongres 
formeel te open. 

In sy toespraak het die Administrateur die beleid van die Ad- 
ministrasie ten opsigte van hospitaal- en gesondheidsdienste in 
die Kaapprovinsie geskets. Hy het gesé dat meer as £15,000,000 
per jaar aan hospitale, navorsing en gesondheidsdienste in die 
Kaapprovinsie gespandeer word. Dr. du Plessis het na die toe- 
komstige program vir hospitale verwys en gesé dat die begroting 
vir kapitale-uitgawes alleen vir die volgende 8 jaar £12,000,000 
beloop. Groot byvoegings en veranderinge word by verskeie 
hospitale gemaak, en dit is besluit om twee groot nuwe hospitale 
in die Ciskei en die Transkei vir opleidingsdoeleindes te bou. 
Hierdie hospitale sal meér as £1,000,000 kos. Die doel hiermee 
is om nie-Blanke verpleegsters en dokters die geleentheid te gee 
om hul eie mense te dien. Hierdie hospitale sal ook vir navor- 
singsdoeleindes gebruik word. 

Dr. du Plessis het ook gesé dat die Kaapse Provinsiale Departe- 
ment besluit het om die oprigting van ‘n eenheid vir kernnavorsing 
aan die Kaap te ondersteun en ook dat ‘n tweede Provinsiale 
hospitaal vir dranksugtiges waarskynlik binnekort in die Ooste- 
like Provinsie opgerig sal word. Die eerste hospitaal vir drank- 
sugtiges in die land, die Parkweg-Hospitaal, Rondebosch, Kaap 
is 6 maande gelede geopen en het alreeds groot sukses opgelewer 
by die behandeling en rehabilitasie van dranksugtiges. Dr. du 
Plessis het sy toespraak afgesluit deur die werk wat die Suid- 
Afrikaanse Hartstigting ten opsigte van die organisasie van 
navorsing oor hartsiektes doen, aan te prys en hy het voorgestel 
dat die aktiwiteite van die Hartstigting ook na die Naturellegebiede 
in Oos-Kaapland uitgebrei word. 

Dr. Wagner het toe die Burgemeester, Raadslid, W. P. Osmond, 
gevra om die lede van die Mediese Vereniging en hul gesinne, 
sowel as die vooraanstaande oorsese gaste, welkom te heet. ‘n 
Kort musiekprogram het hierop gevolg. 


Aanbiedinge en Toekenninge 

Dr. Wagner het die onderskeidingstekens van die Pas-afgetrede 
President aan dr. R. Schaffer oorhandig en dr. Schaffer het weer 
die ordeteken van die gade van die President aan mev. Wagner 
oorhandig. 
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Bronze Medals. The Secretary read citations in respect of 
Dr. C. S. Heymann, Dr. Lewis S. Robertson, and Dr. P. F. H. 
Wagner, whom the Association desired to honour by the award 
of its Bronze Medal for Meritorious Service to the Association. 

Silver Medal. The Secretary read a citation in respect of Dr. 
James Gear whom the Association desired to honour for his 
Distinguished Services to Medical Science and Humanity. 

Gold Medal. The Secretary also read a citation in respect of 
Dr. T. Shadick Higgins to whom the award of the Association’s 
Gold Medal was made for Distinguished Services to the Pro- 
fession. 

The Hamilton-Maynard Memorial Medal for the year 1958 
was awarded to Dr. David Ordman, of Johannesburg, for his 
article ‘Allergy in childhood: Its pattern, control and significance 
in adult prophylaxis’, which was published on page 377 of the 
Journal of 5 April 1958. 

The Leipoldt Memorial Medal for 1958 was awarded to Dr. 
G. F. C. Troskie for his article entitled ‘Kisteuse pneumatose 
yan die peritoneum’, which was published on page 193 of the 
Journal of 15 February 1958. 


Presidential Address 


Dr. Wagner then delivered his Presidential Address entitled 
‘The training of the general practitioner’. The Address was 
published on page 825 of the Journal of 3 October 1959. 

After the President had delivered his Presidential Address, 
he introduced the distinguished visitors from overseas to the 
audience, and the Meeting ended at 9.30 p.m. Afterwards a 
reception was held in the quadrangle of the City Hall. The guests 
were received by the President of the Association and Mrs. Wagner. 


FEDERAL COUNCIL MEETING 


The 6-monthly meeting of the Federal Council of the Medical 
Association was held in the week preceding Congress, on 24-26 
September 1959 at St. Saviour’s Hall, St. Peter's Road, East 
London. The Chairman of Federal Council, Dr. J. H. Struthers, 
presided. Among those present were the President of the Associa- 
tion, Dr. P. F. H. Wagner; the Past President, Dr. R. Schaffer: 
the Honorary Treasurer, Mr. J. D. Joubert; and the Vice-chair- 
man, Dr. E. W. Turton, who took the Chair during part of the 
Meeting. The minutes of this meeting will be published in an 
early issue of the Journal. The report presented to Federal Council 
by Dr. R. Schaffer, the Association’s delegate to the recent British 
Commonwealth Medical Conference, which was held in London 
from 11-14 July 1959, is published on page 901 of this issue of 
the Journal. 


THE MEDICAL CONGRESS 


More than 500 members of the Medical Association, together 
with their wives and families, attended the 42nd South African 
Medical Congress held at East London from 27 September to 
3 October. The Congress was organized most efficiently and 
everything proceeded according to plan. The Medical Association, 
as a whole, owes a great debt of gratitude to the Organizing 
Committee and to every member of the Border Branch who 
cooperated to ensure the success of the Congress. The papers 
delivered at Congress will be published in the Journal in due 
course. 
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Brons Medalje. Die Sekretaris het motiverings ten opsigte van 
drs. C. S. Heymann, Lewis S. Robertson en P. F. H. Wagner 
voorgelees, aan wie die Vereniging graag sy eer wou betoon 
deur die toekenning van sy Brons Medalje vir Voortreflike Dienste. 

Silwer Medalje. Die Sekretaris het *n motivering voorgelees 
ten opsigte van dr. James Gear aan wie die Vereniging graag 
sy eer wou betoon vir sy Uitnemende Dienste aan die Mediese 
Wetenskap en aan die Mensdom. 

Goue Medalje. Die Sekretaris het ook ‘n motivering gelees 
ten opsigte van dr. T. Shadick Higgins aan wie die Goue Medalje 
van die Vereniging toegeken is vir sy Uitnemende Dienste aan 
die Professie. 

Die Hamilton-Maynard-Gedenkmedalje vir die jaar 1958 is 
toegeken aan dr. David Ordman van Johannesburg vir sy artikel 
.Allergy in childhood: Its pattern, control and significance in 
adult prophylaxis’, wat op bladsy 377 van die Tydskrif van 5 
April 1958 gepubliseer is. 

Die Leipoldt-Gedenkmedalje vir 1958 is toegeken aan dr. G. F.C. 
Troskie vir sy artikel ,Kisteuse pneumatose van die peritoneum’, 
wat op bladsy 193 van die Tydskrif van 15 Februarie 1958 ge- 
publiseer is. 


Presidentsrede 


Dr. Wagner het toe sy Presidentsrede oor ,The training of the 
general practitioner’ gelewer. Hierdie rede is gepubliseer op 
bladsy 825 in die Tydskrif van 3 Oktober 1959. 

Nadat die President sy Rede gelewer het, het hy die vooraan- 
staande besoekers van oorsee aan die gehoor voorgestel en die 
Vergadering is om 9.30 nm. beéindig, waarna *n ontvangs gehou 
is in die vierkant van die Stadsaal. Die gaste is deur die President 
van die Vereniging en mev. Wagner ontvang 


VERGADERING VAN FEDERALE RAAD 


Die 6-maandelikse vergadering van die Federale Raad van die 
Mediese Vereniging is gehou in die week voor die Kongres op 
24-26 September 1959 te St. Savioursaal, St. Peterweg, Oos- 
Londen. Die Voorsitter van die Federale Raad, dr. J. H. Struthers 
het die vergadering gelei. Onder diegene wat teenwoordig was, 
was die President van die Vereniging, dr. P. F. H. Wagner; die 
Aftredende President, dr. R. Schaffer; die Ere-tesourier, dr. 
J. D. Joubert; en die Vise-voorsitter, dr. E. W. Turton, wat die 
vergadering gedurende ’n gedeelte van sy onderhandelinge gelei 
het. Die notule van hierdie vergadering sal binnekort in die 
Tydskrif gepubliseer word. Die verslag aan die Federale Raad, 
deur dr. R. Schaffer, die Vereniging se verteenwoordiger by die 
onlangse ,British Commonwealth Medical Conference’ wat in 
Londen gehou is op 11-14 Julie 1959, verskyn op bladsy 901 
van hierdie uitgawe van die Tydskrif. 


DIE MEDIESE KONGRES 


Meer as 500 Jede van die Mediese Vereniging, saam met hul 
eggenotes en gesinne, het die 42ste Suid-Afrikaanse Mediese 
Kongres bygewoon wat van 27 September tot 3 Oktober in Oos- 
Londen gehou is. Die Kongres is op ’n uitstekende en uiters 
doeltreffende manier georganiseer, en al die verrigtinge het vliot 
en volgens verwagting verloop. Namens almal wat die Kongres 
bygewoon het, en namens die Vereniging as ’n geheel, wil ons 
hiermee graag ons hartlike dank betuig aan die Organiserende 
Komitee van die Kongres en aan hul gewillige helpers wat soveel 
tyd en aandag daaraan bestee het om die sukses van die Kongres 
te verseker. Die referate wat tydens die Kongres gelewer is, sal 
mettertyd in die Tydskrif gepubliseer word. 


UNIVERSITY NEWS : UNIVERSITEITSNUUS 


DERDE AKADEMIESE JAARDAG VAN DIE STELLENBOSSE 


Die Derde Akademiese Jaardag van die geneeskundige personeel 
van die Karl Bremer- Hospitaal, Bellville en die Geneeskundige 
Fakulteit van die Universiteit van Stellenbosch is op 8 en 9 Oktober 
1959 gehou in die Groot Voorlesingsaal, Fakulteit van Genees- 
kunde, Karl Bremer- Hospitaal, Bellville, Kaap. Hierdie geleentheid 
is vanjaar, meer nog so as in die verlede, baie goed bygewoon deur 
geneeshere en dosente van die hospitaal, deur praktisyns wat 
verbonde is aan die Geneeskundige Fakulteit, deur spesialiste en 


MEDIESE SKOOL 


algemene praktisyns uit die omgewing, en deur studente en ver- 
pleegsters. 

Soos die naam, Akademiese Jaardag aandui, val die klem by 
hierdie geleentheid op oorspronklike navorsingswerk wat in die 
Geneeskundige Fakulteit gedoen word of wat deur lede van die 
personeel onderneem word. As sodanig vervul ’n geleentheid soos 
hierdie dus ‘n besondere belangrike rol in soverre as wat dit ‘n 
weerspieéling bied van die navorsingsbedrywighede van die Genees- 
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kundige Skool. Ons wil die hoop uitspreek dat hierdie jaarlikse 
geleentheid, hoe dit ook al mag ontwikkel en uitbrei in die toekoms, 
altyd die stempel van oorspronklike navorsingswerk sal dra. 
Reeds van die begin van sy bestaan af het die Geneeskundige 
Skool van die Universiteit van Stellenbosch duidelik getoon dat hy 
terdeé besef watter belangrike rol navorsingswerk aan ’n moderne 
geneeskundige skool speel. 

Soos in die verlede is ’n groot aantal wetenskaplike voordragte 
gelewer oor wyd-uiteenlopende aspekte van die medisyne, en ‘n 
interessante uitstalling van projekte van kliniese en wetenskaplike 
aard wat deur lede van die personeel onderneem is, is vertoon. 

Nog ’n kenmerk van die geleentheid was die groot aantal uit- 
stallings wat deur farmaseutiese firmas in die Farmakologiegebou, 
naby die Algemene Lesingsaal, gehou is. Meer as 50 farmaseutiese 
firmas het vanjaar aan die uitstallings meegedoen. Hulle het ’n 
belangrike bydrae tot die finansiéle sake van die jaardag gelewer, 
waarvoor die hartlike dank van die Universiteit van Stellenbosch 
teenoor hulle uitgespreek moet word. Ook was daar goeie geleent- 
heid om kontak te skep tussen praktisyns en toekomstige 
praktisyns aan die eenkant, en die verteenwoordigers van die 
farmaseutiese maatskappye aan die anderkant. 

Die Akademiese Jaardag is afgesluit met ’n dinee en dans in die 
Burgersentrum, Bellville, op Vrydagaand 9 Oktober. Die eregas 
by hierdie geleentheid was prof. S. F. Oosthuizen, President van 
die Suid-Afrikaanse Geneeskundige en Tandheelkundige Raad, 
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wat spesiaal vir hierdie geleentheid na Kaapstad oorgekom het. 
Professor Oosthuizen het die heildronk op die Geneeskundige 
Skool van die Universiteit van Stellenbosch ingestel. In sy toespraak 
het hy, onder andere, die volgende belangrike sake behandel: 

1. Die nuwe eksperiment van die beperkte praktyk vir senior 
lede van die doserende personeel wat deur die Universiteit yan 
Stellenbosch uitgetoets word. Professor Oosthuizen het gesé dat 
die o€ van die hele land op hierdie eksperiment gerig is en dat die 
verloop daarvan met groot belangstelling gevolg word. Hy voel 
dat die beginsel van beperkte praktyk basies ’n goeie beginsel js, 

2. Prof. Oosthuizen het verwys na die belangrikheid van Volge- 
houe kontak tussen die Universiteit, as a/ma mater, en die groot 
aantal gegradueerdes wat hom jaarliks verlaat. 

3. Professor Oosthuizen het spesiale melding gemaak van die 
groot rol wat navorsing op geneeskundige gebied aan ’n moderne 
geneeskundige skool behoort te speel. 

Soos in die verlede is toekennings gemaak ten opsigte van die 
referate en uitstallings wat vir spesiale toekennings in aanmerking 
kon kom. Die Professor van Zijl-medalje, is toegeken aan dr. 
J. N. de Klerk vir sy bydrae oor ,Blaasnekstenose by die vrou’, 
*n Geldprys is toegeken aan dr. F. M. Engelbrecht vir sy bydrae 
oor ,Die invloed van kolloidale silika op die suurstof-verbruik 
van weefsels’, en vir sy publikasies. *n Prys is ook toegeken aan 
drs. J. M. M. Basson en G. D. Burger vir hulle uitstallings van 
réntgenfotos. 


: FARMASEUTIESE NUUS 


CONGRESS COMMERCIAL EXHIBITION 


The Commercial Exhibition, held in the Bisseker Hall, Technical 
College, East London, during the 42nd South African Medical 
Congress, was opened by Dr. P. F. H. Wagner, President of the 
Congress and of the Medical Association. 

Dr. P. L. Meyer, of East London, in introducing the President 
said: ‘The transformation that has taken place in this Hall almost 
overnight is a good example of labour and organization. It is 
also a good example of the goodwill that exists between the ex- 
hibitors and the medical fraternity for the ultimate benefit of the 
public. 

‘From the medical point of view, it requires more than labour 
to organize an Exhibition of this nature, it requires the know- 
ledge of men who have had previous Congress experience. We 
in East London are fortunate in having a man who has had that 
experience and he is none other than our President. It gives me 
great pleasure to ask Dr. Wagner to open this Exhibition.” 


Dr. Wagner then addressed the large audience and said that it 
gave him great pleasure that one of his first duties as President 
of Congress should be to open the Trades Exhibition, for it had 
now reached a point where it was felt that a Congress could not 
be held without an exhibition. The success of a Congress was 
largely dependent on the Trades Exhibition not only for financial 
reasons, but also because it gave an opportunity for meeting 
representatives of the pharmaceutical and allied trades and to 
learn about their products. 

Dr. Wagner said that South Africa was in a unique position 
because it has bigger Trade Exhibitions at its Congresses than 
anywhere else in the world; this was possible because South 
Africa has a cosmopolitan community with trades representatives 
from every part of Europe and the USA. 

Unfortunately it was not possible to allocate stands to all the 
firms in the main hall, but Dr. Wagner mentioned that there 
were excellent exhibits in the side rooms and urged members to 
visit these stands too. He hoped that despite the strenuous pro- 
gramme of Congress, members would be able to spend as much 
time as possible at the Exhibition, since the exhibitors deserved 
support. 


PASSING EVENTS : 


World Health Organization, Report on World Health Situation. 
The greatest obstacles to social progress, i.e. disease, ignorance 
and poverty, are being attacked by governments throughout 
the world with increasing vigour, according to the first world- 
wide description of the health of the people published by the 
WHO. Many of the diseases that cause misery and economic 
loss are now coming under control, says this 400-page document. 


Dr. Wagner then declared the Exhibition of the 42nd Medical 
Congress to be open. 


Mr. F. Wayne, Chairman of the Exhibitor’s Association, in 
thanking Dr. Wagner, said: ‘On behalf of the exhibitors here 
today, I should like to express my thanks to Dr. Wagner, your 
President, for opening the Exhibition, and for the very kind 
remarks which he has just made. 

‘A medical congress is a very important event, and it is hearten- 
ing to us to see doctors from so many parts of the country, and 
even a sprinkling of distinguished visitors from overseas. I should 
like to say that we are very glad you are here and we are delighted 
to welcome you to the Exhibition. 

‘We wish to thank Dr. Chazen who, with this Organizing 
Committee, has been most helpful and cooperative in assisting 
us with our arrangements. We also wish to thank the ladies who 
very charmingly and effectively seem to have been ready from 
the very beginning with refreshments. 

‘I should like to conclude by telling you a brief story of a very 
charming and pretty young lady from Johannesburg who met a 
farmer from Queenstown. They duly fell in love. The young 
lady was used to the society of Johannesburg, and the man was 
an honest and straightforward fellow, but he was only used to 
the country. However, in due course the wedding took place. 
The bride was a picture of happiness and radiant smiles and the 
bridegroom a picture of keen satisfaction. After the ceremony 
I said to the bridegroom, whom I know very well: “John, you 
have forgotten to greet the bride.’ John said: “By George, 
you're right” and he turned to her, took her by the hand, and 
said: “Il am very pleased to meet you”! 

“Now, he could have said more; he could have said much more; 
but he could not have expressed more than he did in those few 
words. 

‘That is why, in replying to Dr. Wagner this morning, all | 
wish to say is: “We are very glad to be here, we thank you for 
opening the Exhibition, we hope you will have a very enjoyable 
and successful Congress, and we are very happy indeed to meet 
you”’. 


IN DIE VERBYGAAN 


The Director-General of WHO, Dr. M. G. Candau, remarks 
in his preface that this is probably the first time that the countries 
of the world have supplied the data for such an extensive survey 
of a single subject. It points out that modern transport makes it 
possible to feed men in barren areas and house them in either 
glacial or torrid zones, while new methods of medical care are 
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protecting human beings against organisms to which they were 
formerly a natural prey. 

The report says that in many parts of the world efforts to reduce 
infant mortality have been successful up to a point; but it has 
been found that, in some countries, although many infant lives 
were saved during the first 12 months, half the children died 
before reaching the age of 5. According to the report the main 
cause is defective nutrition, particularly lack of protein. Infectious 
diseases and faulty environmental sanitation were contributing 
factors. 

7 ~ 7 

Dr. Louis F. Freed, M.A. (S.A.), D.Phil. (Pret.), D.Phil. (U.O.V.S.), 
M.D., D.P.M. (Rand), F.R.S.S.Af., of Johannesburg, has been 
appointed a member of the Board of Examiners of the Depart- 
ment of Psychology of the University of South Africa. Dr. Freed 
recently established a postgraduate prize in the Department of 
Psychiatry of the University of the Witwatersrand. This prize 
will be awarded annually to a postgraduate student who has 
distinguished himself in the examination for the Diploma in 
Psychological Medicine. 
a ~ * 
The Nutrition Society of Southern Africa. The First Annual 
Congress of this Society will be held in the Geography Lecture 
Hall, University of Pretoria, on 16 and 17 November 1959. A 
Symposium on ‘Proteins in nutrition’ will be held and scientific 
articles will be presented on various other aspects of nutrition 
including, in particular, the relation of diet to atherosclerosis. 
Members of the Medical Association who are interested in attend- 
ing this Congress have been invited to do so by the Nutrition 
Society. 


CORRESPONDENCE 


OFFENSIVE STATEMENT 


To the Editor: A statement was made publicly at Congress by 
Dr. Rex Burrell which, in my view, spoilt the tone of an otherwise 
excellent Congress. In a speech that purported to be scientific, 
it was stated that the educated African doctor was as near to 
‘black magic’ as the rest of his kinsmeu, and that it was useless 
to educate Africans. This is not the actual statement, but it is 
what the speaker conveyed in the context in which the statement 
was made. The incident occurred at a Plenary Session, where 
the Press was present. At least one African doctor was also 
present, as well as some overseas visitors. 

A generalization such as the statement referred to is obviously 
false. Many Europeans (including medical doctors) consult 
quacks, and even witch doctors, but that does not mean that 
Europeans should not be educated. 

As against this the view was expressed in the symposium on 
tuberculosis, that it was important to overcome the ignorance 
of Africans by education. 

I think it important that official speakers at meetings of the 
Medical Association should weigh their remarks very carefully. 
Ill-considered statements react against the interests of the pro- 
fession, and against the interests of our country. 


104 Van Riebeek Medical Building 
Schoeman Street, Pretoria 
6 October 1959 


Ben Epstein 


USELESS MEDICINES 


To the Editor: The amount of money spent on useless medicines 
in this country must be enormous and it is increasing all the 
time. Surely something must be done to stop this drain on the 
pockets of citizens, most of whom are poor or live below the 
poverty-datum line. 

In my opinion the initiative should come from doctors them- 
selves. I say this advisedly, for we must admit that there are a 
host of drugs, medicines, applications, etc. that are quite useless. 
One feels depressed to note how these self-same drugs are still 
being dished out to an unwitting public—all in good faith, of 
course. 

The time has come for a thorough spring-cleaning of our dis- 
Pensary shelves. I suggest that the Medical Association of South 
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Congress Brochures. The Organizing Committee of the 42nd 
South African Medical Congress has announced that copies 
of the Congress Brochure are still on hand. This Brochure 
contains all the information relevant to the Congress, as well as 
copies of the papers read at the Plenary Sessions and abstracts 
of the other papers presented at Congress. The Organizing Corn- 
mittee are selling these Brochures at 12s. 6d. each, including 
postage and packing. If anyone wishes to purchase one of these 
Brochures will they please apply to the Congress Office, Third 
floor, Ensuco House, 10-12 Oxford Street, East London, as 
soon as possible. 


Kongresbrosjures. Die Organiserende Komitee van die 42ste 
Suid-Afrikaanse Mediese Kongres kondig aan dat ’n aantal 
eksemplare van die Kongresbrosjures nog  beskikbaar is. 
Hierdie Brosjures bevat al die informasie aangaande die Kongres 
sowel as die voordragte wat by die Voltallige Sittings gelewer 
is en uittreksels uit die ander bydraes wat by die Kongres voor- 
gedra is. Die Kongreskomitee verkoop die Brosjure teen 12s. 6d. 
elk, posgeld en verpakking ingesluit. Enigeen wat graag van 
hierdie Brosjures wil koop, word asseblief versoek om so gou 
moontlik daarom aansoek te doen by die Kongreskanteor, Derde 
vloer, Ensuco-Gebou, Oxfordstraat 10-12, Oos-Londen. 
* - * 


South African Institute for Medical Research, Staff Scientific 
Meeting. A meeting will be held at 5.10 p.m. on Monday 26 
September in the Institute Lecture Theatre, Hospital Street, 
Johannesburg. Dr. L. Schrire will talk on ‘Brucellosis in South 
Africa’. Tea will be served at 4.45 p.m. and visitors will be wel- 
come. 


: BRIEWERUBRIEK 


Africa consult with their pharmaceutical colleagues and investigate 
the position. All that is required is for a joint committee to draw 
up a list of drugs, etc. of doubtful use. 

Once the attention of doctors is directed to the matter in this 
way, it should not take long for all these useless remedies to be 
relegated to the refuse bin. 

Doc Labourer 
Cape Town 
18 September 1959. 


RECENT ADVANCES AND NEWER CONCEPTS IN 
THYROID DISEASE 


To the Editor: 1 wish to thank Dr. Jackson’ for his courteous 
letter which appeared, while I was overseas, in the Journal of 
22 August 1959. 


I am afraid his interpretation of the rules and regulations 
which govern the use of radio-active isotopes in this country 
are not correct. He states: ‘Owing to the extraordinarily ano- 
malous legal situation in this country, physicians and even endo- 
crinologists or thyroidologists who are, it must be plainly con- 
ceded, the people most qualified to diagnose difficult cases of 
thyrotoxicosis clinically, and to decide upon the best line of 
therapy, are precluded from ordering radio-active iodine’. 

In the first place, the rules and regulations in this country 
are based on the practice in England, America, and elsewhere 
overseas, and follow the recommendations of various international 
committees, the International Atomic Energy Agency (IAEA) 
and the ICRP. It is obviously not possible to discuss all the 
regulations in a letter, but Dr. Jackson could probably get a 
copy of the regulations if he applied to the Secretary, 
Isotope Committee (Medical) of the Atomic Energy Board, 
Private Bag 59, Pretoria. Dr. Jackson can rest assured that there 
is no anomalous legal position in South Africa and that the regula- 
tions are very similar to those overseas. 

Permission to use radio-isotopes does not depend on the medical 
status of the applicant, that is, whether he is a physician, an 
endocrinologist, a thyroidologist, or a surgeon. This is quite 
beside the point. It must be obvious that even a distinguished 
physician or an endocrinologist or a surgeon may not know 
what an ‘r’ unit is. The regulations were framed in the first instance 
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to protect the personnel and the public, and not to govern the 
doctor-patient relationship. 

There are two sets of conditions to be taken into account: 
(1) The radiological qualifications of the user of the isotopes, 
and (2) the laboratory in which he is going to use them. It is 
obvious that the protective measures for personnel and the public 
can best be carried out by an experienced radiotherapist, who 
has also had experience of radio-isotope work (see Definition 26 
of the Regulations) in conjunction with ‘medical physicists’ (see 
Definition 20). The regulations did not originate in South Africa. 
In 1947, at the Cancer Congress in St. Louis, USA, President 
Truman stated that the United States would allow the export 
of the isotopes under certain conditions which had to be strictly 
carried out. As the representative of the South African National 
Cancer Association at the Congress, a copy of the regulations 
was given to me which I| forwarded to the CSIR.* 

The Atomic Energy Board grants permission to hospitals to 
use isotopes on condition that the hospital or institution appoint 
a local committee of control over the use of radio-isotopes. A 
local committee consists of a head of the department of radiology 
or radiotherapy, who acts as chairman, and a radiotherapist, 
a medical physicist, a pathologist, and a physician. I understand 
there is such a committee at the Groote Schuur Hospital, Cape 
Town, and, therefore, there should not be, and I am confident 
there is not, any difficulty in Dr. Jackson obtaining all the radio- 
iodine he requires for his cases. The radio-active iodine is not 
rationed to any hospital. Subject to the consent of the hospital 
committee there is no limit to the amount Dr. Jackson can get, 
whether it is for the treatment of thyrotoxicosis, which is being 
discussed here, or for the treatment of carcinoma of the thyroid. 
There is no limit to the number of cases Dr. Jackson can have 
investigated and treated with radio-iodine. The fact that a physician 
or endocrinologist is qualified to diagnose difficult cases of thyro- 
toxicosis clinically and to decide upon the best line of therapy, 
does not alter the position as regards the qualifications for the 
use of radio-active iodine. It has to be ordered through the com- 
mittee in South Africa and through the corresponding hospital 
committees in England. Dr. Jackson states that physicians are 
‘precluded’ from ordering radio-active iodine, but they are not 
precluded from prescribing radio-active iodine treatment. In 
fact Dr. Jackson does prescribe such treatment, but physicians 
cannot order radio-active iodine directly since there is no need 
for them to do so. The treatment of thyrotoxicosis with radio- 
active iodine, depends entirely upon the clinician. The patient 
cannot go to the radiotherapy department and ask for radio- 
active iodine treatment. He must be referred by the clinician, 
whether it is for diagnosis or therapy. It is therefore not possible 
to follow Dr. Jackson’s complaint unless he wishes to set up a 
rival radio-active isotope department to the department which 
already exists, and surely there is no need for that. Similar facili- 
ties would then have to be given to surgeons and gynaecologists. 

Dr. Jackson’s statement: “Consequently, with all the goodwill 


in the world, it becomes extremely difficult to accept, without 


any reserve, certain clinical statements on large numbers of 
patients from a radiotherapist, however eminent’, is not applicable. 

Every case of the many hundreds of thyroid cases investigated, 
and every one of the close on 400 patients whom I have treated 
in private practice, were referred by a doctor. 


For the purpose of this letter, | analysed 100 case sheets of 


patients taken at random. Of these 74 were referred by physicians 
or surgeons on the Specialist Register. Of the remaining 26, 
nearly all were referred by a general practitioner after consulta- 
tion with a specialist. Dr. Jackson may rest assured that never 
during the 30 years I have been in practice in Johannesburg, 
nor during the years I practised in England, have I ever investi- 
gated or treated a patient unless the patient was referred by a 
doctor. As far as I know, all my radiological colleagues in Johan- 
nesburg, as well as elsewhere, have adopted the same practice. 
Dr. Jackson questions the statement that 105 of 325 cases had 
exophthalmos, apparently because I am a radiologist. He now 
knows that all these patients were seen by an independent physi- 
cian. These 325 cases were not a random group of patients with 
thyrotoxicosis. They were a selected group in the sense that it 


was only the more severe cases which the physician was likely 
to refer for radio-active iodine treatment. 

A higher incidence of exophthalmos in thyrotoxicosis was 
reported at the Second Atomic-Energy-for-Peace Conference in 
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Geneva by Takehiko Psuchiya, University of Tokyo (A Confer- 
ence.15/P/1501) last year. The results of 131-iodine treatment 
of 500 cases of hyperthyroidism from the Second National Hospi- 
tal, Japan, were analysed by his group as foliows: Habitual piere- 
ing stare of the eye was seen in 355 cases (67%). Exophthalmos 
was seen in only 33 °% of all the cases (270cases). This is a markedly 
higher incidence than in my selected group of cases. Some of my 
patients had progressive exophthalmometer readings. Whether 
these readings were taken or not, depended on the referring 
physician. In a certain number of patients these readings were 
carried out. This is an investigation which the radiotherapist 
cannot undertake Qn private patients without consultation with 
the referring physician. Incidentally, the Japanese authors con- 
clude their report with the following remark: ‘From these results, 
it can be concluded that radio-active iodine (131-iodine) is the 
most dependable agent available for the treatment of hyper- 
thyroidism.’ 

Dr. Jackson pleads for harmonious combination in a team 
and asks that ‘the physician must keep the guiding hand’. Ip 
an article on the subject of radio-active iodine and the treatment 
of thyroid diseases exactly 9 years ago, I mentioned that my 
patients were treated by a team and stated ‘my feeling is that 
the most important person in the team is the clinician. It would 
be unwise, however, for a physician at present to undertake the 
treatment without the cooperation of a physicist and a radiolo- 
gist’. I am still of the same opinion after a further 9 years of 
experience of treatment with radio-active iodine. I agree that 
the physician is the most important member in the team and, 
in fact. the work could not be done without the physician, because 
the physician has to decide whether his patient is to have radio- 
active iodine treatment or any other form of treatment. I thorough- 
ly disagree, however, with the insinuation in Dr. Jackson’s letter 
that the clinical findings of a radiologist cannot be accepted, 
merely because he is a radiologist. The view that a radiologist is 
an individual who merely presses buttons to get pictures, or 
presses buttons to deliver a certain dose to a patient, has long 
been abandoned overseas, and it is out of place in an era when a 
professor of radiotherapy is also appointed a professor of medicine 
(Professor Mitchell at the University of Cambridge), or professors 
of radiotherapy serve on the Medical Research Council (Pro- 
fessor Windeyer of the Middlesex Hospital). 

Although a distinguished surgical colleague of Dr. Jackson at 
Cape Town some years ago also questioned the clinical com- 
petence of the radiologist, it is hoped that this is not the general 
attitude of his colleagues at Groote Schuur Hospital. 

| wish to reply to one more point which Dr. Jackson makes. 
He states: ‘If my child had thyrotoxicosis, 131-iodine would 
certainly not be given, however useful it might appear on other 
grounds’. From this it would appear that Dr. Jackson, under 
no circumstances, would permit either his own child or a child 
patient to have radio-iodine. Dr. Hertz, one of the original workers 
with radio-iodine, treated a child of 12 years, a Johannesburg 
doctor’s daughter, with radio-iodine. As far as | know, there 
was no contra-indication to any other form of treatment, but 
Dr. Hertz preferred the radio-iodine. 

Soley and Miller,’ as long ago as 1948, when there was more 
reason to be anxious about the effects of radio-iodine than there 
is now, reported the treatment of 33 patients. Five patients were 
17 years old or under, and 2 of these were only 9 years old. The 
fear of malignant changes following treatment existed then, as 
it does now, but it did not prevent Soley and Miller from treating 
patients in the younger age group. The clinical condition of each 
patient is not given, so that one does not know whether surgery 
or other therapy was contra-indicated. 

There is no contra-indication to any other form of treatment 
which would justify radio-iodine treatment if one is really con- 
vinced that a carcinoma might develop as the result of radio- 
iodine treatment. Soley and Miller do not appear to have had 
this conviction. 

M. Weinbren 
Chamber of Mines Hospital 
P.O. Box 774, Johannesburg 
22 September 1959 
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RESULTS of laundering experiments in South Africa on these new blankets are available to all Hospitals. 
— In addition, information from Public Hospitals in England has.been received indicating complete satisfac- 


a tion with Osman Cellulars — they wash and wear well, and are a successful counter to cross infection. 
i child 
orkers There is no ‘felting’ or ‘pilling’ nor will Osman Cellulars generate static electricity. They are warm and 
—— may be boiled at high sterilizing temperatures sufficient to destroy most pyogenic micro-organisms, with- 
Mt, but out harm to the fabric, or excessive shrinkage. They are so economical too. 
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Foremost 
in skin 
antiseptics 


MEDICAL TESTIMONY: 


‘Perhaps the most valuable of the newer antiseptics 
is chlorhexidine (* Hibitane ’).... It is very active against almost 
all bacteria; and a single application is effective . ... At the 
moment chlorhexidine is perhaps the best compromise between 
bactericidal effectiveness and harmlessness to the skin.” 

Annotation Lancet 1958, ii, 1164. 


Available as: 
* HIBITANE ’ DIHYDROCHLORIDE * HIBITANE ’ OBSTETRIC CREAM 
* HIBITANE ’ CONCENTRATE (5%) * HIBITANE’ ANTISEPTIC CREAM 


and for combined antiseptic/detergent indications as Savlon 
Hospital Concentrate and Savion Liquid Antiseptic 


Hibitane 


CHLORHEXIDINE Trade Mark 


Imperial Chemical Industries Limited 
Pharmaceuticals Division 


Distributed by: 


1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 


P.O. BOX 11270, JOHANNESBURG. P.O. BOX 1519, CAPE TOWN. 
P.O. BOX 948, DURBAN. P.O. BOX 273, PORT ELIZABETH. 
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